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1 POC Reports User Guide

Chapter 1 Introduction

1.1 Attestation Disclaimer

Promoting Interoperability Program attestation confirms the use of a certified Electronic Health
Record (EHR) to regulatory standards over a specified period of time. TruBridge Promoting
Interoperability Program certified products, recommended processes, and supporting
documentation are based on TruBridge’s interpretation of the Promoting Interoperability Program
regulations, technical specifications, and vendor specifications provided by CMS, ONC, and NIST.
Each client is solely responsible for its attestation being a complete and accurate reflection of its
EHR use during the attestation period and that any records needed to defend the attestation in an
audit are maintained. With the exception of vendor documentation that may be required in support
of a client’s attestation, TruBridges bear no responsibility for attestation information submitted by
the client.

1.2 What's New

This section introduces new features and improvements for POC Reports for release Version 20.
A brief summary of each enhancement is given referencing its particular location if applicable. As
new branches of Version 20 are made available, the original enhancements will be moved to the
Previous Work Requests section. The enhancements related to the most current branch available
will be listed under the main What's New section.

Each enhancement includes the Work Request (WR) Number and the description. If further
information is needed, please contact Client Services Support.

Ability to Flag Nursing Orders to Pull to Discharge Instructions and Discharge
Summary Reports - WR 1903010755

DESCRIPTION: Nursing Orders may now display on Discharge Instructions and Discharge
Summary Reports.

DOCUMENTATION: See Discharge Instructions|s.1and Discharge Summaryle | Description and
Usage sections.

Floor Stock Report Launches Charging Application - WR 1711060905
DESCRIPTION: When the POC Floorstock Report is selected from the Virtual Chart, the Charging

Review screen is launched. From the Charge Review screen, users can select Patient Account
Detail Report.

DOCUMENTATION: See Patient Account Detail Report - Floor Stock Report|1_29'1

© 2025 TruBridge



Introduction 2

Mean Arterial Pressure Added to Several POC Reports

DESCRIPTION: Mean Arterial Pressure (MAP) has been added to Patient Progress Notes, 24
Hour Summary, and will update to the Swan Ganz report without need for cardiac output to be
documented.

DOCUMENTATION: See 24 Hour Summary Description and Usagel /), Patient Progress Notes
Description and Usaqe@ and Swan Ganz Description and Usaqe|1_sa'1

Nursing Order Expansion -- WR 1701100942

DESCRIPTION: Nursing Order description categories have been increased to display up to three
lines of 225 characters.

DOCUMENTATION: See Nursing Order Report/u7), Patient Summary[:ss), 24 Hour Summaryl 7,
Problem Activity Report, [1sland Patient Census andl 0l Patient Progress Notes /1),

Super Amend Behavior Control for Updated EMAR - WR 1810081436

DESCRIPTION: If a user has the behavior control "Amend MAR Documentation for Any Login",
any super amended documentation performed in the Updated EMAR will display on Patient
Progress Notes along with the date/time and reason.

DOCUMENTATION: See Description and Usagel:1in Patient Progress Notes.

© 2025 TruBridge



3 POC Reports User Guide

Chapter 2 Overview

The Point of Care application allows Nursing Services personnel to enter information into the
System at the patient bedside. The application is designed to automate clerical functions and
eliminate the duplicate entry of information into nursing documents. The data recorded at the
bedside is on a concurrent (rather than retrospective) basis. This means that data as it is entered,
is instantly available throughout the system and is totally integrated with all other applications (lab,
pharmacy, radiology, respiratory care, etc.). The reduction in time spent on clerical tasks through
automation allows more time to effectively be spent by nurses on clinical care.

NOTE: When printing a POC Report from an active account, it is defined by a date range spanning
from the beginning of the stay through the date and time selected for inclusion in reports and
attachments. This allows users to generate reports reflecting the most up-to-date information
available. The Printed and Run Date fields within a POC Report denote the date and time the
report is printed, providing a timestamp for reference. When printing a POC Report from an
account that has purged, it will also maintain a date range, extending from the start of the stay to
the last possible date any changes could have been made before purging to clinical history. For a
purged account, the Printed and Run Date/Time field displays the date and time of purging, as
this marks the final moment any alterations could occur. Once an account is purged, it transitions
to a static state, and the last version of the report becomes the permanent record saved.

NOTE: Facilities outside of the United States may choose a date format of MMDDYY, DDMMYY
or YYMMDD to be used on all date fields in the Point-of-Care Application. Where four-digit dates
display, a date format of MMDD, DDMM or MMDD, respectively, will be used. Whichever date
format is selected will be reflected in all date fields and column displays throughout the application.
A TruBridge representative will need to be contacted in order for the date format to be changed.

© 2025 TruBridge



Point of Care Reports Access 4

Chapter 3 Point of Care Reports Access

3.1 Overview

This chapter will discuss reports accessible via Point of Care. The reports in this section can be
accessed to view/print via Whiteboard, Virtual Chart and/or Printing.

Report Selection

e POC Whiteboard: Select the POC Reports tab, then the applicable report. Reports selected

from the Whiteboard will print directly to the default printer.

In UX, select System Menu > Hospital Base Menu > POC Access > POC Whiteboard > POC
Reports

If ep— ]|' Hy ][ Other ‘” i
Patiants Fonctions F.E[:l:'_‘:!

Patient Summary

Hursing Order Report
Scheduled Medication Report
Critical Care Flowshest
End of Shin
Vital Signs Bar Graph
Discharge Planner
24hr Summary
Problem List
Patient Census
02 Sat Bar Graph
Shift Summary
Physician Census
Patient Drug Information

Fatient Education Documenis

POC Reports

¢ Virtual Chart: Select the report from the applicable tab. Reports selected directly from a Virtual
Chart tab will display as a PDF document and may be manually sent to a printer if required.

e Printing: Select the Printing option via the Virtual Chart or the Chart Menu on Flow Charts to

display a list of reports available for selection. Reports generated via the Printing menu will print
directly to the default printer.

© 2025 TruBridge
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In UX, select System M enu > Hospital Base M enu > POC Access > POC Whiteboard > Patient >

Printing

«

ﬁ Point of Care - Reports (Printer: SLA)
SMITH ELLA KATHERINE

Evident Community Hospital

Admit DVTm: 04/04/12 07:20

Signed On Emp: KBW Dept 005

Disch DUTm: 06/16/14 11:31

Current Date & Time

24HR Summary

GraphicAnd I&0 Form

Patient Summary

Activities

Initial Interview

PCAInfusion Form

Critical Care Flow Sheet

Initial Physical Assessment

Physician Census

Diapetic Flow Sheet MAR. Physician Order Report

Discharge Instructions M.AR.-Einal Print Menu for Locked Out Patient Data
Discharge Planner Medication Reconciliation Report Problem Activity Report
Discharge Reports Medication Record Problem List

Discharge Summary

MNursing Order Report

Scheduled Medications Report

Education

02 SAT Bar Graph

Shift Summary

End Of Shift

Pain Flowsheet

Swan Ganz

EOS Multiple Patient Selections

Patient Census

Transfer Form

Eax Status Report

Patient Drug Information

Unlock

Floor Stock Report

Patient Education Decuments

Vital Signs Bar Graph

Flowchart Reflex Report

Patient Progress Notes

Point of Care - Reports

Multiple Patient Selection

e If multiple patients can be selected when viewing/printing a report, the Point of Care - Patient
Alpha Lookup Menu for the selected report displays. Functionality is discussed below.

© 2025 TruBridge



Point of Care Reports Access 6

In UX, select System Menu > Hospital Base Menu > POC Access > POC Whiteboard > POC
Reports > Critical Care Flow Sheet

< Evident Community Hospital Signed On Emp: KBW Dept 005
P

Point of Care - Patient Alpha Lookup

Critical Care Flow Sheet Report @ Alpha Search
¢ This Depatment © Wy Patients & CurrentPatients < Numeric Search
Master Patient List ‘ Patient Selection List ‘
Dept | Room [ Name D [~ [Dent | Room | Name D [
w7 771 ABRAMS GREGG 357951 = 003 010-5 DURDEN KELLY 357307
003 3009 AINSWORTH HARTHA COZEN 357823 “| ooz 026-2 ALLISON MARY D 357696
w7 1772 ALGREEN BETTY 357990 003 3001 SMITH ELLA KATHERINE 357795
003 026-2 ALLISON MARY D 357696
009 LTC-1 ARMAND FRED 357652
177 1773 ASKEW RANDY 357952
007 007-6 ASPARAGUS HELEN 44440005
012 ER-02 BALDWIN BETTY MAE 357746
177 1774 BARNEAU MARY 357953
003 030-2 BOLTZ CAROLYN 357257
003 0121 BONINE BEVERLY 385274
177 1775 BOOKER FRANCES 357991
003 0321 BOWDEN CAUSEY ANNE 357881
003 3025 BOWDEN CAUSEY ANNE 357861
131 1311 BRODY JAMES FRANCES 357849
020 200-2 BRODY KATHERINE 357395
020 200-3 BRODY WILLIAM FRANCES 357897
101 1015 BROWN CHARLES 357868
nna T4 RROWN INRMATHOR KLY e
Add Selected AddAll Process Remove Selected Remave All

Point of Care - Patient Alpha Look-Up

e Master Patient List: This section lists patients available for selection based on the search option

selected.

» This Department: Use this option to display a list of patients registered in the current
department.

» My Patients: Use this option to display patients selected as "My Patients".

= Current Patients: This option will display current patients for the entire facility. The Alpha
Search and Numeric Search options are activated when the Current Patients option is
selected and can be used to narrow the patient search.

e To populate the Patient Selection List, highlight a single or multiple patient name(s) then select
Add Selected. The entire Master Patient List may be moved to the Patient Selection List by
selecting Add All. If the report is selected after selecting a patient, the patient's name will
immediately populate the Patient Selection List but may be removed before processing.

e To delete a single or multiple patient name(s), highlight the name(s) then select Remove
Selected. Remove All may be selected to completely clear the list.

e Once the Patient Selection List is accurate, select Process.

© 2025 TruBridge
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Chapter 4 24 Hour Summary

The 24-Hour Summary (Format A or B) is a document that includes specific patient information
charted within the previous 24 hours from the minute it is printed on the system. This report can be
printed at any time during the patient's stay, but it is primarily printed at end of shift and for
physician rounds. It is an optional report, unless otherwise specified by hospital policy. It is usually
not a permanent part of the patient's chart and therefore can be discarded after use.

4.1 How to Print

The 24-Hour Summary may be viewed and printed from the Virtual Chart or sent directly to a printer
using the Printing menu.

1. From the Patient Whiteboard, select a patient.
2. From the Virtual Chart, select the appropriate tab.
3. Select 24hr Summary.

4. Choose from the two available options: Patient or Physician. The Patient option allows the
user to choose specified patient(s), and the Physician option allows the user to select patients
by their attending physician.

The 24-Hour Summary may be set to print to a specified printer automatically at a specific hour or
with the end-of-shift reports.

Q. WHAT ARE THE SETUP OPTIONS FOR PRINTING?
A. The 24-Hour Summary (Format A or B) can be set up to print:

e As part of end-of-shift reports
e Automatically to a specific printer at a specific hour

Setup is completed in the Department Control Table for Point of Care, which can be accessed

from the Hospital Base Menu > Nursing Administration Department > Master Selection >
Business Office Tables > Business Office Table Maintenance > POC Departments. The
code for this report is 24HS.

4.2 Description and Usage

The 24-Hour Summary (Format A or B) is a document that includes specific patient information
charted within the previous 24 hours from the minute it is printed on the system. This worksheet
provides both nurses and physicians details of the patient’s condition and plan of care. It is one of
the primary tools used by nursing to conduct an organized and timely shift change. It is one of the
reports preferred reports by physicians to use as reference while making rounds.

© 2025 TruBridge



24 Hour Summary 8

24hr Summary - Format A - Page 1 of 1

BOLTZ CAROLYN Number: 003214
Age: 62
ATT PHY : BAXTER J Sex: F
24hr SUMMARY - Obstetrics ey Room: 66-2
’ i M/R#: 035861
Printed: 9/09/07 at17:13  Page 1 of 2 ALLERGES: Paniciln Bactrim
09/08/07: 18 21 24 03 06
280 |
g 260
3 240
| 220
bt
[=}
[ 2000
<
180
2 8 ae0|
=160
2
M @ 140
5
W 120
o) s
e -LID)
> o
1] 80 ¢
° 60
@ 40
n
S0
o
0
Temp 102
Resp 18
g (&l
-E VP
£ PAP
k]
g PAWP
T co/ct Totals
} 85 85
£ Other 150 150
_  TOTAL 235 235
3
g Other 250 250
fat TOTAL 250 250
l Admission Weight Yesterday's Weight Today's Weight
Admission: 52 1lbs 0 oz (23.59 kgs) ( ) ( )
Bed Scale 23586.8 gm
Health History
[ z = ‘ ]
| Current Medications
| |
| Description dose/schedule Description dose/schedule ‘
FUROSEMIDE TAB 20 MG *BID FUROSEMIDE TAB 20 MG *QD
Start: 05/16/07 10:30 Stop: 00/00/00 00:00 Start: 07/24/07 09:00 Stop: 00/00/00 00:00
LASIX {FUROSEMIDE} TB 10 MG +TID LASIX {FUROSEMIDE} TB 40 MG *QD
Start: 05/16/07 10:36 Stop: 05/26/07 10:36 A Start: 07/30/07 12:33 Stop: 08/09/07 12:33 A
IV Components: Q12 LASIX {FUROSEMIDE} TB 40 MG *QD
1st Dose: 05/22/07 11:21 Start: 05/22/07 11:21 Stop: 00/00/00 00:00 Start: 07/30/07 12:47 Stop: 08/09/07 12:47 A
NORMAL SALINE 1000 ML IV DEMEROL {MEPERIDINE} TAB 50 MG PRN
IV Components: 04 Instructions: TAKE ONE TABLET AS NEEDED FOR PAIN
1lst Depe: 06/19/07 14:27 Start: 06/19/07 14:27 Stop: 00/00/00 00:00 Start: 05/21/07 12:33 Stop: 05/26/07 12:33 A
NS 0.9% 1000 ML MORPHINE {MS} TAB 30 MG ERN
IV Components: CONT IV Start: 05/21/07 12:35 Stop: 06/04/07 12:35 A
1st Dose: 06/19/07 14:28 start: 06/19/07 14:28 Stop: 00/00/00 00:00 IV Components: PRN
1000 ML D5 LR 1000ML 1st Dose: 06/04/07 10:57 Staxt: 06/04/07 10:57 step: 00/00/00 00:00
IV Components: CONTINUOUS 1000 ML NS 0.9% IV SOLN 1000ML MP {SWITCH SET}
1st Dose: 06/20/07 09:21 Start: 06/20/07 09:21 Step: 00/00/00 00:00 IV Components: PRN
1000 ML D5 1/2NS 1000ML *** 1st Deose: 06/05/07 14:47 Start: 06/05/07 14:47 Stop: 06/10/07 14:47 A
IV Components: CONT 1000 ML CSD NS 0.9% BAG
1st Dose: 06/22/07 15:53 Start: 06/22/07 15:53 Stop: 00/00/00 00:00 TYLENOL/COD 30MG/0.3ML 1 TAB PRN
1000 ML D5 1/2NS 1000ML ™™ Instructions: AS NEEDED
IV Components: v Start: 06/22/07 15:52 Stop: 00/00/00 00:00
1st Dose: 06/22/07 15:53 Start: 06/22/07 15:53  §top: 00/00/00 00:00 DEMEROL {MEPERIDINE} TAB 50 MG PRN
1000 ML NORMAL SALINE Instructions: TAKE GNE TABLET AS NEEDED FOR PAIN
FUROSEMIDE TAB 20 MG *BID Start: 07/11/07 13:59 Stop: 07/16/07 13:59 A
Start: 07/19/07 11:25 Stop: 07/22/07 11:25 A

© 2025 TruBridge



9 POC Reports User Guide

24hr Summary - Format A - Page 2 of 2

BOLTZ CAROLYN Number: 003214
ATT PHY : BAXTER J Qge: p62
7 : ex:
24hr SUMMARY - Obstetrics SEC PHY: | R i
ALLERGIES: Penicillin  Bactrim M/R#: 035861

Printed: 9/09/07 at 17:13 Page 2 of 2

Current Mediéations
Description ! dose/schedule Description dose/schedule

PROMETHAZINE TAB 25 MG BRN
Start: 07/11/07 13:59 Stop: 00/00/00 00:00

DIETARY ORDERS
Start Date/Time __ Description Status

09/08/07 1781 SOFT MECHANICAL DIET INCOMPLETE

© 2025 TruBridge



24 Hour Summary 10

e Demographics Box (upper-right corner): This will include the patient's name, visit number,
admitting and/or second physician, age, sex, room number, medical record number, and drug
allergies documented through the TruBridge EHR system.

e Vital Signs: Pulse and blood pressure, displayed either graphically or numerically in one hour
intervals. Mean Arterial Pressure (MAP) will calculate and display with the blood pressure
documented. Temperature and respirations are displayed numerically in one hour intervals.

¢ Hemodynamics (Optional): CVP, PAP, PAWP, and CO/CI values are displayed in three hour
intervals. In order for this information to be included, it must be set up by Nursing Administration.

e O2/\Ventilation Information: The user determines which seven of twelve options will be
included. Values display in three-hour intervals.

NOTE: An asterisk (*) adjacent to any value on this report indicates multiple values have been
charted within the specified time frame. The last recorded value is printed. Preceding values
are available on-line or in Patient Progress Notes.

e Intake: The user determines which seven of twelve options will be included. Values display in
three hour intervals. The "OTHER" box combines all intake values not specified on the report.
These details are available on-line or in the Patient Progress Notes. For Pediatric/Nursery chart
types, an option to record breast feeding will appear.

e Output: The user determines which four out of 18 options will be included. Values display in
three hour intervals. The "OTHER" box combines all output values not specified on the report.
These details are available on-line or in the Patient Progress Notes. Entries charted by frequency
print in the top left corner of each box.

e Weight: Admission weight is printed in both pounds and kilograms. Yesterday's weight in pounds
and kilograms, with date and time charted is printed. Today's weight in pounds and kilograms,
with date and time charted is printed.

e Diet: Includes the following information charted through MEDACT for the 24 hour period prior to
the printing of the report:
» Date and time the information was charted
= Diet, along with the date and time it was scheduled to begin.
= Any comments entered
= Percent consumed
» Start date/time, description, and status of the diet order will also display under the heading
Dietary Orders.

e Current Medications (Optional): Includes all active medications at the time the report is
printed. Medication description, dose, frequency, and auto stop date if applicable. Can include
future dated medication orders. This feature is controlled by a switch in the 24HR Summary
setup. Does not include discontinued medications. In order for this information to be included, it
must be set up by Nursing Administration.

© 2025 TruBridge



11 POC Reports User Guide

e Administered Medications (Optional): Lists all medications administered during the previous
24 hours along with the date and time of last administration. If a medication is administered
outside of the 30 minute window prior to or after administration time, the system can be set to
flag the administration with a “Check” time. This feature is controlled by a switch in the Point of
Care Control Record in the Nursing Administration Department. It can also reflect the medication
description, location of administration, reason for PRN administration and dosage. In order for
this information to be reflected, it must be set up by Nursing Administration.

e Flagged Abnormals (Optional): Displays the name of procedure in reverse chronological order.
Flagged abnormal lab results, are results flagged with a L (low), LC (low critical), H (high) or HC
(high critical) value.

e Omitted Medications (Optional): Lists all medications omitted in the previous twenty-four hours
along with the medication description, omission date and time or check time, reason for
omission, and includes discontinued medications. In order for this information to be included, it
must be set up by Nursing Administration.

e Neuro Checks (Optional): Lists neuro checks charted through the VS application during the
previous 24 hour period. Will display the date and time information was entered and the name
and title of person who charted the entry.

e X1 {one-time} and PRN Medications (Optional): Lists all X1 & PRN administrations in the
previous 24 hour period. Displays medication description, quantity, frequency and time of
administration, and a reason for PRN medications. It does not include discontinued medications.
In order for this information to be reflected, it must be set up by Nursing Administration.

e Blood Glucose Readings (Optional): Includes all administrations in the previous 24 hour
period. Displays date and time entry was charted, blood sugar level, description of medication
given (sliding scale insulin only), unit(s) of medication given and frequency, and any other
interventions charted. In order for this information to be reflected, it must be set up by Nursing
Administration.

e Immunizations: Lists immunizations and the dates they were received
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24hr Summary - Format B - Page 1 of 3

5 H & Number: 357257
IEVldent Community Hospital BOLTZ CAROLYN Ager %0 YRS
. ATT PHY : WILLIAMS KERRI B Sex: F
24hr SUMMARY - Obstetrics — Room: 0302
Printed: 10/27/15 at 12:27 Page 1 of 3 ALLERGIES: Codeine  Penicillin :
| Administrative Data Graphic and | & O Data
Admit Date/tm.: 02/21/13 12:53 Los: o978 Hour | 16[ 20] 24] af e 12[ 1g] INTAKE 311 117 73 24hrs.
Chief Complnt.: DIFFICULTY BREATHING P F.0. ORAL 50 50
wWorking Diag .
wWorking Diag
Condition.....: G DHR: Adv Directive: N Restraints:
Diet..........: REGULAR DIET
Food dislikes HONE
Diabetic..... Fluid restricted: Sodium restricted:
SmOKET.......
Food allergie: H STRAWEE MILK
Height....... m Pregmnant...: Breast Feeding:
1st Weight... ¥D Wgt: wWeight: 135 lbe
61.24
61235 SHIFT TOTAL 50 50
Bed Sc
10/27 0
Isolation: Fall Risk: HMI: 21.73
Language: Ethnicity: American Eail 17 _?'3 _2‘"’""
violent Pat: MESA: VEE: 220 250
| Consults .
herapy Consult a
7/15 1226 {BARERA EMIT} B
20
| Health History Diast 90 SHIFT TOTAL 250 250
02 LM 2 02 Meihod Lagend
- w
Current Medications g‘;’iﬂ - =
Description dose/schedule 02 Meth = o °
ACETAMINOPHEN {TYLEWOL} 325 MG TABLET 650 M3 NI 4
Instructions: FOR PAIN OR TEMP>100 5 3
start: 01/28/13 08:03 stop: 00/00/00 00:00 o Current Medications
ACETAMINOPHEN {TYLENOL} 325 MS TALET 550 Ma EY Description dose/schedule
Instructions: FOR PAIN OR TEMPsl a ~ P
v omMAL EALINE 1000 ML starks T3 MR:26 Ef\ﬁ;l\f‘fé?,mo pa.0o 1ot Dose: 02/26/13 10:03 start: 02/26/13 10:03 stop: 03/05/13 10:03 &
1zt Dosa: 02/21/13 08:08 start: 02/21/13 09:08 stop: 00/00/00 00:00 St ce bR CEFHIN} INI
1one Mo HORNAL ERLINE 1000 Mo LCE[‘!.NI‘}:!:H:I N:YLEN"LJ 325 M3 TL.BZE: = = :5 Mcm ! EID
IN/DWS IVFE CONTINUOUS PRHERER S - 282 = ‘ N =
02/21/13 09:13 start: 02/11/13 0 stop: 02/28/13 09:13 & . Btmrte G1/0CF18 12:80 steps BO/00/00 00:00
1M cefTRIAXone {ROC s e 1/mme 1000 s
— E?L'\I(‘LIE — EEW LS4 DEXTRO JRS— 1st Dose: 10/27/15 08:36 10/27/15 08:35 stop: 00/00/00 00:00
ist Dose: 02/21/13 08:15 start: 02/21/13 08: stop: 00/00/00 00:00 : s fzme o
1000 ML KORMAL EALINE 1000 “:11‘:'_';3;2’ R EVERE & Eo
FUMILIN PR ILO0 DRI stare: 02/26/13 :ocJ; = ;:;IL-(CCJ"UJ{CU - start: 02/01/13 13:55 Stop: 00/00/00 00:00
) ) B MEFERIDINE INT 50 MG FRN EVERY 4 HO
gtart: 02/21/13 10:43 Stop: 02/24/13 10:43 &
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24hr Summary - Format B - Page 2 of 3

IEvident Community Hospital
24hr SUMMARY - Obstetrics

BOLTZ CAROLYN

ATT PHY : WILLIAMS KERRI B
SEC PHY:

ALLERGIES: Codeine  Penicillin

Number: 357257
Age: 40 YRS
Sex: F

Room: 030-2
M/R#: 123321

Mo medication administrations were omitted.

X1 & PRN Medications (24hr)

Description quantity/freq/time

Printed: 10/2715 at 12:27 Page 2 of 3

Current Medications Mursing Orders

Description dose/schedule Tlevate E0B 30 Degrees
FPROPOX /AFAP 100/650 -100} 1 EA FRN Q4H Verified 10/27/15 0926 (BARBRA SMIT)

MAX & TABS/DAY Embulate with assistance PREN
start: 02/21/13 20:44 stop: 00/00/00 00:00 verified 10/27/15 1000 (GARERA SHIT)
. — — Assisted bath
o Om|l‘ted_Medlcat!0n5 X verified 10/27/15 1000 [BARERA SMIT)
B%ji(l:‘trtlapdtlr?gason Omit Date/Time or Check Time BG Level/Carb Count

Verified 10/27/15 1000 (BARBRA SMIT)

24 gour Fluid Restriction 1000 ml

Mo ¥1 or PEN medications given in the last 24 hours.

Diabetic Record Documentation (24hr)

verified 10/27/15 1000 (BARERA S
Problem List
PROBLEM 1 Activity Intolerance-Actual

shortness of breath noted.
Addressed 10/27/15 0938 (BARERA SMIT)

Service date/time Procedure Autostop

Status

Date/time Level Dose/Unit  Given 1X
10/27/15 09:19 Ko BG o UNITE N
ANCILLARY DEPARTMENT Orders (24hr Activity)

Comments

RY

5 1056 REGULAR DIET Ereakfast

INCOMPLETE

Nursing Orders

Diet: REGULAR DIET

New distary order
8ide rails up x4

Verified 10/

{15 0526 (BARERA EMIT)

Aspiration precaution
Verified 10/

Blood Glucose: 0600, 110
Verified

/15 1000 (BARERA EMIT)
2000

5 0524 (EARERA SMIT)

/15 0526 (BARERA EMIT)
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24hr Summary - Format B - Page 3 of 3

IEvident Community Hospital BOLTZ CAROLYN A do YR
. ATT PHY : WILLIAMS KERRIB Sex: F
24hr SUMMARY - Obstetrics SECPHY: Room: 030-2
Printed: 10/27/15 at 12:27 Page 3 of 3 ALLERGIES: Codeine  Penicillin MiR#: 123321
| IMMUNIZATIONS
Tdap Given 10/27/2015 11:00

e Demographics Box (located upper right-hand corner): Includes patient's name, account
number, admitting and/or second physician, age, sex, room number, medical record number,
and any drug allergies documented through the TruBridge EHR system.
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15 POC Reports User Guide

e Administrative Data (Optional): In order for the following information to be reflected, it must be
set up by Nursing Administration.

= Admission date and time = Fluid restriction

= Length of stay = Sodium restriction

= Chief Compint = Smoker status

= Working diagnosis 1 = Height in inches and centimeters

= Working diagnosis 2 = If patient is pregnant or breastfeeding

= Condition = Admit weight in pounds and kilograms

= DNR = Yesterday's weight in pounds and kilograms
= Adv Directive = Current weight in pounds and kilograms

= Restraints = Admitting condition and body surface area
= Current diet = |solation

= Food dislikes » Fall Risk

= Food allergies = Language

= |ndicators for diabetic status = Ethnicity

e Flagged Abnormals (Optional): Displays the name of the procedure in reverse chronological
order. Flagged abnormal lab results are results flagged with a L (low), LC (low critical), H (high)
or HC (high critical) value.

e Consults (Optional): Displays the description of the consultation as well as the status of the
consultation. In order for this information to be reflected, it must be set up by Nursing
Administration.

e Health History: Includes patient’s health history entered via the Initial Interview.

e Current Medications (Optional): Lists all active medications at the time the report is printed.
Will display the medication description, dose, frequency, and auto stop date if applicable. Can
include future dated medication orders. This feature is controlled by a switch in the 24HR
Summary setup. It does not include discontinued medications. In order for this information to be
reflected, it must be set up by Nursing Administration.

e Omitted Medications (Optional): Lists all omitted medications in the previous 24 hour period.
Will display medication description, omission date and time, or check time, and omission reason.
Also includes “Check” time medications. If a medication is administered outside of the 30 minute
window prior to or after administration time, the system can be set to flag the administration with
“Check”. This feature is controlled by a switch in the Point of Care Control Record in the Nursing
Administration Department. Will Include discontinued medications as well. In order for this
information to be reflected, it must be set up by Nursing Administration.

e Nursing Orders (Optional): This section lists Nursing Orders. This area displays three lines of
75 characters each for a total of 225 characters. This applies to Format B.

e O2 Information: Displays O2 L/Min, FiO2, and O2 Sat.

e Immunizations: Lists immunizations and the dates they were received.
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5 Day M.A.R.-Final 16

Chapter 5 5 Day M.A.R.-Final

The 5 Day MAR-Final is a document that includes the patient's complete medication administration
chart for the previous 5 days. It is optional, unless otherwise specified by hospital policy. The report
is usually a permanent part of the patient's chart. For the first four days, a temporary 5 Day MAR
will print. A5 Day MAR - Final will print at the end of the 5th day of the patient’s stay.

The 5 Day MAR-Final can be printed at any time during the patient’s stay, but should be printed
automatically at a specific hour, once a day.

The nursing staff can print the report, but it is usually set up to automatically print at a specific hour.

The report runs from midnight to midnight and should be printed before 8am. This will ensure that
the correct information is captured on the report.

51 How to Print

The 5 Day MARR. - Final may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.
2. From the Virtual Chart, select the appropriate tab.

3. Select 5day MAR.

Q. WHAT ARE THE SETUP OPTIONS FOR PRINTING?

A. The 5 DAY MAR - Final can be set up to print:

o As part of end-of-shift reports

¢ As part of discharge reports

e Automatically at a specific hour to a specific printer

e At a set interval, spooled to the PC Backup

It can also be set to purge to ADR. If the patient’s stay is longer than 5 days, the most recent final

will purge.

A. The 5 Day MAR is set up to print for certain stay types.

e Stay type(s) are set up in Point of Care Control Maintenance, which can be accessed from the
Hospital Base Menu > Nursing Administration Department > Print Reports > Point of

Care Control Maintenance (Page 8). In the Use 5-day MAR? field, select the check boxes for
the appropriate stay types.
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17 POC Reports User Guide

e The report can be sorted by one of the following options:
= N (Name) — The report will print in alphabetical order.
» C (Class) — The report will print by drug class — antibiotic, coagulant, etc. IVs are unable to print
by class since there are multiple fluids and NDC numbers associated with IVs.
= A—The report will print in chronological order.
= D —The report will print in reverse chronological order — most recent to first.

Setup for the 5 Day MAR - Final is completed in the Department Control Table for Point of Care,
which can be accessed from the Hospital Base Menu > Nursing Administration Department >
Master Selection > Business Office Tables > Business Office Table Maintenance > POC
Departments. The code for this report is MAR.

5.2 Description and Usage

The MAR-Final is a document that includes the patient's complete medication administration chart
for the previous 5 days. The medications are grouped by categories (X1, Scheduled/Routine, IV
orders, PRN, and MISC Pharmacy Charges/Activities and Treatments) and display in the order in
that they were entered into the system.

The previous day displays in column form, with the medication administration time(s), the initials of
the nurse who administered the medication, and the actual time the medication was administered
appearing below, if the medication was given. (The Medication Record that is printed from the
Nursing Department, Hospital Base menu-Print Reports-A or the Nursing Department, Patient
Functions Screen-Z, does not include the administration time(s) and the initials of the nurse who
administered the medication.)

The Point of Care 5 DAY MAR takes the place of the Medication Record.
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Final MAR - Page 1 of 1

18

M.A.R. - FINAL

FROM: 09/01/07 15:00 TO: 09/02/07 14:59 Page 1 of 1

One Time Orders

BOLTZ CAROLYN AGE: 62 SEX: F
DOB: 06/15/1945
JAMES BAXTER, MD ROOM: 40102
ALLERGIES: No known dru M/R#: 148161
Printed: 9/03/07 at 07:00
.C!‘“EF CON!PLAI.N'I:: §.HORTNESS OF BREATH g :
& akal 11 - 7 7 -3
15 16 17 18 19 20 21 22 2324 1 2 3 4 5 6 i NN (- Ee 1 - B R T e X

Start: 09/04/07 Stop: 09/04/07 1 NS ORDER
FUROSEMIDE TAB 20 MG

X1 PO

Start: 09/02/07 Stop: 09/02/07 1 NS ORDER

FUROSEMIDE TAB 20 MG

X1 PO

=i

Scheduled/Routine Medications
15 16 17 18 19 20 21 22

Start: 08/29/07 Stop: 09/03/07 A _ NS ORDER 21
AMOXICILLIN {AUGMENTIN} TAB 250 MG

CEK

21
*TID PO 00
Start: 08/29/07 Stop: 09/08/07 A NS ORDER
LASIX {FUROSEMIDE} TB 40 MG
*QD PO

IV Orders 3 -11
15 16 17 18 19 20 21 22

Start: 08/29/07 NS ORDER
NS 0.9 % 1000ML CONTINUOUS

100 mi/hr

3 =11

15 16 17 18 19 20 21 22

PRN Medications

Start: 08/29/07 Stop: 09/12/07 A NS ORDER

MEPERIDINE {DEMEROL} SYR 50 MG

dbl o 7/ 7 -3
2324 1 2 3 4 5 6 7 8 9101112 13 14

08 13
00 00
CEK cER
09 13
00 00
09
00
CER
09
00

11 - 7 7 -3

23 24 1 2 3 4 5 6 7 8 9 10 11 12 13 14

09
00

11 - 7 7 -3

23 24 1 2 3 4 5 6 7 8 9 10 11 12 13 14

CER CER CEK CEK
15 21 03 09
PRN Q6H ™ 00 00 00 00
GIVE WITH PHENERGAN PRN Q6B FOR PAIN
**LINKED ORDER - Linked to next order*
Start: 08/29/07 Stop: 09/28/07 A NS ORDER
PROMETHAZINE AMP 25 MG - = cr i e
15 21 03 09
PRN Q6H IM 00 00 00 00
GIVE WITH DEMEROL PRN Q6H FOR PAIN
**LINKED ORDER**
lPZ\'.T.'ILEI*IT: NUMBER: 10000392 AGE: 62 SEX: F ROOM: 40102 PAGE: 1

BOLTZ CAROLYN
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Final 5 Day MAR - Page 1 of 1

BOLTZ CAROLYN

5 DAY M.A.R. - FINAL

FROM: 08/29/07 00:00 TO: 09/02/07 24:00 Page 1 of 1
PRINTED: 09/05/07 08:01

JAMES BAXTER, MD

ALLERGIES: No kmown dru

AGE: 62 SEX: F

DOB: 06/15/1945

ROOM: 40102
M/R#: 148161

CHIEF COMPLAINT: SHORTNESS OF BREATH

Medication Order 08/29/07 08/30/07 08/31/07 09/01/07 09/02/07
One Time Orders
Order#: 00007 Start: 09/02/07 16:00 Stop: 09/02/07 16:00 1 17:00 CEK
NS ORDER WINS TMc
FUROSEMIDE TAB 20 MG
X1 O D/C 09/02
16:00
Order#: 00001 Start: 09/04/07 08:43 Stop: 09/04/07 08:43 1 09:00 CEK
NS ORDER WINS TMc
FUROSEMIDE TAB 20 MG
X1 PO
Scheduled/Routine Medicatiomns
Order#: 00002 Start: 08/29/07 08:49 Stop: 09/03/07 08:49 A 09:00 CEK 09:00 CEK 09:00 CEK 09:00 CEK 09:00 CEK
NS ORDER 13:00 CEK 13:00 CEK 13:00 CEK 13:00 CEK 13:00 CEK
AMOXICILLIN {AUGMENTIN} TAB 250 MG 21:00 CEK 21:00 CEK 21:00 CEK 21:00 CEK 21:00 CEK
*TID PO
Order#: 00003 Start: 08/29/07 09:00 Stop: 09/08/07 09:00 A 09:00 CEK 09:00 CEK 09:00 CEK 09:00 CEK 09:00 CEK
NS ORDER
LASIX {FUROSEMIDE} TB 40 MG
*QD PO
PRN Medications
Order#: 00005 Start: 08/29/07 08:59 Stop: 09/12/07 08:59 A 09:00 CEK 03:00 CEK 03:00 CEK 03:00 CER 03:00 CEK
NS ORDER 15:00 CEK 09:00 CEK 09:00 CEK 09:00 CEK 03:00 CEK
MEPERIDINE [DEMEROL} SYR 50 MG 21:00 CEK 15:00 CEK 15:00 CEK 15:00 CEK 15:00 CEK
PRN Q6H M 21:00 CEK 21:00 CEK 21:00 CEK 21:00 CEK
GIVE WITH PHENERGAN PRN
Q6H FOR PAIN
**LINKED ORDER - Linked to next order**
Order#: 00006 Start: 08/29/07 09:00 Stop: 09/28/07 09:00 A 09:00 CEK 03:00 CEK 03:00 CEK 03:00 CEK 03:00 CEK
NS ORDER 15:00 CEK 09:00 CEK 09:00 CEK 09:00 CEK 09:00 CEK
PROMETHAZINE AMP 25 MG 21:00 CEK 15:00 CEK 15:00 CEK 15:00 CEK 15:00 CEK
PRN Q6H IM 21:00 CEK 21:00 CEK 21:00 CEK 21:00 CEK
GIVE WITH DEMEROL PRN
Q6H FOR PAIN
**LINKED ORDER**
NUMBER: 10000392 AGE: 62 SEX: F PAGE: 1 J

|PATIENT: BOLTZ CAROLYN

ROOM: 40102
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5 Day M.A.R.-Final 20

e Demographics Box: Includes the patient's name, admitting physician, age, sex, date of birth,
room number, medical record number, chief complaint, and any drug and food allergies
documented through the TruBridge EHR system. In addition to the above mentioned box, a single
line containing the patient's name, account number, age, sex, room number and page number
will appear along the bottom edge of the page.

e One-Time Orders: This will display all X1 medications that were ordered, scheduled,
administered or discontinued during the 5 day period covered by the report. Will also display
order number, start and stop date, stop code and "Unverified" if the medication has not been
verified, medication description, dosage, frequency, and instructions.

The time of the administration and the initials of the person who administered the medication will
appear under the appropriate column. If a medication was administered using the second witness
option, the system will print the second employee's initials and time of medication administration
in a bold font underneath the first employee's initials and time of medication administration.

If the medication has a future start date or time and is administered before the start date and
time, it will pull to the MAR with an “*” to the left of the administration area.

e Scheduled / Routine Medications: Displays all routine medications that were ordered,
scheduled, administered or discontinued during the 5 day period covered by the report. Will also
display the order number, start date, stop date if applicable, stop code if applicable, "Unverified" if
the medication has not been verified, medication description, dosage, frequency, instructions,
components and flow rate on piggybacks.

The time of the administration and the initials of the person who administered the medication will
appear under the appropriate column. If a medication was administered using the second witness
option, the system will print the second employee's initials and time of medication administration
in a bold font underneath the first employee's initials and time of medication administration.

If the medication has a future start date or time and is administered before the start date and
time, it will pull to the MAR with an “*” to the left of the administration area.

e IV Orders: Displays all continuous IVs that were ordered, scheduled, administered or
discontinued during the 5 day period covered by the report. Will display the order number, start
date, stop date if applicable, stop code if applicable, "Unverified" if the IV has not been verified,
medication description, flow rate, frequency, and components.

The time of the administration and the initials of the person who administered the medication will
appear under the appropriate column. If a medication was administered using the second
witness option, the system will print the second employee's initials and time of medication
administration in a bold font underneath the first employee's initials and time of medication
administration.

If the medication has a future start date or time and is administered before the start date and
time, it will pull to the MAR with an “*” to the left of the administration area.

Alternating IV orders will be flagged with "***ALTERNATING IV SET 1***" or "Alt. IV Set 1***", with
the number being the order number from the patient's pharmacy profile.
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e PRN Medications: Displays all routine medications that were ordered, scheduled, administered
or discontinued during the 5 day period covered by the report. Will display order number, start
date, stop date if applicable, stop code if applicable, "Unverified" if the medication has not been
verified, medication description, dosage, PRN frequency, instructions, components, and flow rate
on piggybacks.

The time of the administration and the initials of the person who administered the medication will
appear under the appropriate column. If a medication was administered using the second witness
option, the system will print the second employee's initials and time of medication administration
in a bold font underneath the first employee's initials and time of medication administration.

If the medication has a future start date or time and is administered before the start date and
time, it will pull to the MAR with an “*” to the left of the administration area.

MISC Pharmacy Charges/Activities and Treatments (Optional): Displays all miscellaneous
charges, activities, and treatments that were ordered, scheduled, administered, or discontinued
during the 5 day period covered by the report. Will display the order number, start date, stop date
if applicable, stop code if applicable, "Unverified" if the medication has not been verified,
description, dosage, frequency, and instructions.

In order to print, Pharmacy department must answer field 17 “Treatment” in Pharmacy Order
Entry. The time of administration and the initials of the person who administered the medication
will appear under the appropriate column. If a medication was administered using the second
witness option, the system will print the second employee's initials and time of medication
administration in a bold font underneath the first employee's initials and time of medication
administration.

NOTE: Employees' initials must be set up in the Employee Master File of the Payroll application in
order for them to print as an indication that a medication was administered. If no initials are set up,
the system will print a "G" (Given) under the corresponding hour of the eight-hour block.
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Chapter 6 5 Day M.A.R

The MAR is a document that includes the patient's complete medication administration chart for the
previous 5 days. Printing the 5 Day MAR is optional, unless otherwise specified by hospital policy,
and can be printed at anytime during the patient’'s stay, but should be printed automatically at a
specific hour, once a day.

The report is usually a permanent part of the patient's chart. For the first four days a temporary 5
Day MAR will print. A5 Day MAR will print at the end of the 5th day of the patient’s stay.

The nursing staff can print the report, but it is usually set up to automatically print at a specific hour.
The report runs from midnight to midnight and should be printed before 8am. This will ensure that
the correct information is captured on the report.

6.1 How to Print

The 5 Day MARR. - Final may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.
2. From the Virtual Chart select the appropriate tab.

3. Select 5day MAR.

6.2 Description and Usage

The MAR is a document that includes the patient's complete medication administration chart for the
previous 5 days. The medications are grouped by categories (X1, Scheduled/Routine, IV orders,
PRN, and MISC Pharmacy Charges/Activities and Treatments) and display in the order in that they
were entered into the system. The previous day displays in column form, with the medication
administration time(s), the initials of the nurse who administered the medication, and the actual
time the medication was administered appearing below, if the medication was given. (The
Medication Record that is printed from the Nursing Department, Hospital Base menu-X-A or the
Nursing Department, Patient Functions Screen-Z, does not include the administration time(s) and
the initials of the nurse who administered the medication.)

The Point of Care 5 DAY MAR takes the place of the Medication Record.
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Temporary MAR - Page 1 of 2

BOLTZ CAROLYN AGE: 62 SEX: F
SAMES BAXTER MD DOB: 06/15/1945
y ROOM: 40102
M.A.R. - Temporary T MIRH: 145161
FROM: 09/02/07 15:00 TO: 09/03/07 14:59 Page 1 of 2
Printed: 9/03/07 at 07:00
C!-“EF.COMPI..A.INT: Sl-!O_R.TNESS OF BREATH
One Time Orders 3 - 11 11 -7 e
15 16 17 18 19 20 21 22 Pl Eie s LSS R I LSy 7 8 910 11 12 13 14
Start: 09/04/07 Stop: 08/04/07 1 NS ORDER
FUROSEMIDE TAB 20 MG
x1 PO
Start: 09/02/07 Stop: 09/02/07 1 NS ORDER = 16
FUROSEMIDE TAB 20 MG e
17
X1 PO 00
TMc
: : : gi e alal 11 - 7 =3
Scheduled/Routine Medications T e R e e e e i
Start: 08/29/07 Stop: 09/03/07 A NS ORDER 21 09 13
AMOXICILLIN {AUGMENTIN} TAB 250 MG b g ik
21
*TID PO 00
Start: 08/29/07 Stop: 09/08/07 A NS ORDER 09
LASIX {FUROSEMIDE} TB 40 MG o
*QD PO
3¢ = el Ak = 7 7 -3
Ivorders 15 16 17 18 19 20 21 22 R0 T s LR PR R BB e 7 8 9 10 11 12 13 14
Start: 08/20/07 NS ORDER
NS 0.9 % 1000ML CONTINUOUS cx
100 mi/hr 21
00
PATIENT: BOLTZ CAROLYN NUMBER: 10000392 AGE: 62 SEX: F ROOM: 40102 PAGE: 1
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Temporary MAR - Page 2 of 2

BOLTZ CAROLYN AGE: 62 SEX: F
DOB: 06/15/1945
M R T JAMES BAXTER, MD ROOM: 40102
-A- o em po rary ALLERGIES: No known dru M/R#: 148161
FROM: 09/02/07 15:00 TO: 09/03/07 14:59 Page 2 of 2
Printed: 9/03/07 at 07:00
QHI,EF,,COMPLA!N,T:SH,?EI',‘ESS,AOFBREATH He i i
PRN Medications 3 -11 i1 -7 U =g
15 16 17 18 19 20 21 22 2324 1 2 3 4 5 6 7 8 910 11 12 13 14
Start: 08/29/07 Stop: 09/12/07 A NS ORDER
MEPERIDINE {DEMEROL} SYR 50 MG o o
15 21
PRN Q6H IM 00 00
GIVE WITH PHENERGAN PRN Q6H FOR PAIN
**LINKED ORDER - Linked to next order**
Start: 08/29/07 Stop: 09/28/07 A NS ORDER
PROMETHAZINE AMP 25 MG o -
15 21
PRN Q6H IM 00 00
GIVE WITH DEMEROL PRN Q6H FOR PAIN i
**LINKED ORDER™
PATIENT: BOLTZ CAROLYN NUMBER: 10000392 AGE: 62 SEX: F ROOM: 40102 PAGE: 2
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Temporary 5 Day MAR - Page 1 of 1

FROM: 09/03/07 00:00 TO: 09/05/07 24:00 Page 1 of 1
PRINTED: 09/05/07 16:20

CHIEF COMPLAINT: SHORTNESS OF BREATH

Medication Order 09/03/07 09/04/07 09/05/07
One Time Orders
Order#: 00001 Start: 09/04/07 08:43 Stop: 09/04/07 08:43 1
NS Ol
FUROSEMIDE TAB 20 MG
X1 PO D/fC 09/04 D/C 09/04
08:43 08:43

Scheduled/Routine Medications

Orderit: 00002 Start: 08/29/07 08:49 Stop: 09/03/07 08:49 A 09:00 CEK 10:25 CEK 08:19 CEK
NS ORDER WINS TMc
AMOXICILLIN {AUGMENTIN} TAB 250 MG
*TID PO
Order#: 00003 Start: 08/29/07 09:00 Stop: 09/08/07 09:00 A 09:00 CEK 10:26 CEK 08:19 CEK
NS ORDER
LASIX {FUROSEMIDE} TB 40 MG
*QD PO

PRN Medications

Order#: 00005 Start: 08/29/07 08:59 Stop: 09/12/07 08:59 A 09:00 CEK 10:26 CEK 08:19 CEK
NS ORDER
MEPERIDINE {DEMEROL} SYR 50 MG
PRN Q6H ™

GIVE WITH PHENERGAN PRN
Q6H FOR PAIN
**LINKED ORDER - Linked to next order**

Order#: 00006 Start: 08/29/07 09:00 Stop: 09/28/07 09:00 A 09:00 CER 10:26 CEK 08:19 CEK
NS ORDER
PROMETHAZINE AMP 25 MG
PRN Q6H M

GIVE WITH DEMEROL PRN
Q6H FOR PAIN
**LINKED ORDER™

PATIENT: BOLTZ CAROLYN

NUMBER: 10000392 AGE: 62 SEX: F ROOM: 40102 PAGE:

BOLTZ CAROLYN AGE: 62 SEX: F
DOB: 06/15/1945

5 DAY M.A.R. - Temporary.a = o o R ez

1

ol
et
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Demographics Box: Displays patient's name, admitting physician, age, sex, date of birth, room
number, medical record number, chief complaint, and any drug and food allergies documented
through the TruBridge EHR system. In addition to the demographic box, a single line containing
the patient's name, account number, age, sex, room number and page number will appear along
the bottom edge of the page.

One-Time Orders: Displays all X1 medications that were ordered, scheduled, administered or
discontinued during the 5 day period covered by the report. Will display order number, start and
stop date, stop code, "Unverified" if the medication has not been verified, medication description,
dosage, frequency, and instructions.

The time of the administration and the initials of the person who administered the medication will
appear under the appropriate column. If a medication was administered using the second witness
option, the system will print the second employee's initials and time of medication administration
in a bold font underneath the first employee’s initials and time of medication administration.

Scheduled / Routine Medications: Displays all routine medications that were ordered,
scheduled, administered or discontinued during the 5 day period covered by the report. Will
display order number, start date, stop date if applicable, stop code if applicable, "Unverified" if the
medication has not been verified, medication description, dosage, frequency, instructions,
components and flow rate on piggybacks.

The time of the administration and the initials of the person who administered the medication will
appear under the appropriate column. If a medication was administered using the second witness
option, the system will print the second employee's initials and time of medication administration
in a bold font underneath the first employee's initials and time of medication administration.

IV Orders: Displays all continuous IVs that were ordered, scheduled, administered or
discontinued during the 5 day period covered by the report. Will display order number, start date,
stop date if applicable, stop code if applicable, "Unverified" if the IV has not been verified,
medication description, flow rate, frequency, and components.

The time of the administration and the initials of the person who administered the medication will
appear under the appropriate column. If a medication was administered using the second witness
option, the system will print the second employee's initials and time of medication administration
in a bold font underneath the first employee's initials and time of medication administration.

Alternating IV orders will be flagged with "™**ALTERNATING IV SET 1***" or "Alt. [V Set 1***"| with
the number being the order number from the patient's pharmacy profile.

PRN Medications: Displays all routine medications that were ordered, scheduled, administered
or discontinued during the 5 day period covered by the report. Will display order number, start
date, stop date if applicable, stop code if applicable, "Unverified" if the medication has not been
verified, medication description, dosage, PRN frequency, instructions, components, and flow rate
on piggybacks

The time of the administration and the initials of the person who administered the medication will
appear under the appropriate column. If a medication was administered using the second witness
option, the system will print the second employee's initials and time of medication administration
in a bold font underneath the first employee's initials and time of medication administration.
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e MISC Pharmacy Charges/Activities and Treatments: Displays all miscellaneous charges,
activities, and treatments that were ordered, scheduled, administered, or discontinued during the
5 day period covered by the report. Will display order number, start date, stop date if applicable,
stop code if applicable, "Unverified" if the medication has not been verified, description, dosage,
frequency, and instructions.

The time of administration and the initials of the person who administered the medication will
appear under the appropriate column. If a medication was administered using the second witness
option, the system will print the second employee's initials and time of medication administration
in a bold font underneath the first employee's initials and time of medication administration.

NOTE: Employees' initials must be set up in the Employee Master File of the Payroll application in
order for them to print as an indication that a medication was administered. If no initials are set up,
the system will print a "G" (Given) under the corresponding hour of the eight-hour block.
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Chapter 7 Activities

The Activities report is a document that includes completed activities for the patient. The nursing
staff can print the report at anytime during the patient’s stay. Printing the Activities report is optional,
unless otherwise specified by hospital policy. The report is usually not a permanent part of the
patient's chart.

7.1 How to Print

Activities may be viewed and printed from the Virtual Chart or sent directly to a printer using the
Printing menu.

1. From the Patient Whiteboard, select a patient.
2. From the Virtual Chart select the appropriate tab.
3. Select Activities.
System prompts "Include stricken/amended data?"
4. This option will include any stricken or amended data in the report.

System prompts, "Select Date Range."

o

Enter the dates that the reports is needed.

7.2 Description and Usage

The Activities report is a document that includes completed activities for the patient. The report can
be printed to reflect all activities charted with in a specific shift, multiple shifts or from the beginning
of stay.
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Activities

Activities

WALSH KIERAN AGE: 48
SHAPIRO VICKI SEX: M
ACTI“ITIES Page1 of 1 ALLIMGIES: Dactrim Fanizillism FODOM: TSH02
From beginning of stay  TO: 020,00 08:00 MM 012345
| o©02/07/00 |
UHrdSd {ALD BN} Bafaty
Sida raila gp. Call bell in reach. EBad io law paattico. Arn bacd in place.
08285 {ALD BN} Rotiwity
Ft arbulated with azmiztacces fcom F.T. Fi tolecated activity wall
0825 {ALD BN} IV Cars
1% rantarted with a 20_ g =atheter. Zite: At_Farsarm_. W Tk 3 AN .
0P332 {PDE CHAR Hutrition
75k of neal tolerated.
10:08 {CBA LPM} Activity
Pt up in chair.
12:;23 {ALD BN} Mutriticn
Bk of maal Eolarsted.
13:06 {(PDE CHAR Snfmty
Slda raillas up. Call ball in reach. REed Lo law paoalblon.
132:06 {EDE CHA) Elimination
Pt ammintad ko BE conmoda. anall amt of Focmed abool.
1a; 00 {ALD BN} Hutriticn
100% of maal L atad.
| oz2/08/00 |
Q21 (PDE CHAR Hyrog dmres
SELEF BEATH
Q21 (PDSE CHAR Safmty
Side raila up. Call be in raach. Ead Lo law paaibion.
JE: 21 {PDS CHAS Nutrition
T5% of meal tolazated.
12:29 [(ALD BN} Actiwity
Pt up in <hair
12:3% {[ALD BN} Mutriticn
100% of meal tolerated
1&:10 [ZBA LEPM})
Pt tolarasted activity wall
1l&:10 [CBA LEPM}) Eliminaticn
Pt ammintad bto bathroon. lacge art of brown, Eocred stool.
17: 20 {ALD BN}
Bl toleysted
| oz/o9/00 |
OF: 30 {(PDE CHAL Hyreg &
SELF EATH
OB:30 [ALD FN} Rebivibcy
Pt wp in <hair.
DE: 3D [ALD RN} Hutrition
100% of meal teleratad.
OB 30 [(ALD EN} Elimination
Foley oath D/AC"ed. PL o toleraced e
11:3D0 [(PDE CHA) Elimipmatian
PT sapleted Co DAThooon, Volded clear arines
|I’.I.TIEI'.IT: WALEH HIERKN HUMBER!: 100556 AGE 1 43 SEX: M ROCH: TSO0E FPAGE !
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Listed below is an explanation of each column.

e Demographics Box (located upper right-hand corner): Includes the patient's name, admitting
physician, age, sex, room number, medical records number, and any drug allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient's name, account number, age, sex, room number, and page number will
appear along the bottom edge of the page.

e Activity Categories: Each category will be highlighted with bold text and preceded by the

following:

» The time the entry was charted
= The name and title of the individual that entered the information

= Activity information is associated with, but not limited to the following areas:

e Hygiene Activity Safety

e |V Care Special Monitoring Special Equipment
e Pulmonary Treatments Wound Care Nutrition

¢ Elimination Isolation Sleep/Rest Pattern
e Patient Education Referrals Emotional Support
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Chapter 8 Clinical Reports

8.1 Overview

This chapter will discuss reports available from the nursing stations Hospital Base Menu.

8.2 Description of Reports
NOTE: Examples of the following reports can be found in the Point of Care Applications Manual.

e Dietary Orders - The Dietary report will print all diets for all patients in your nursing station. It will
sort in room number order. The purpose of printing this report is to make sure that all patients
have the correct diet order before dietary prepares the tray.

e Nursing Station Census (reg) - This report is most often used to give shift report, however, it
can be run depending on the needs of the nursing station. It sorts in room number order and
provides much of the clinical information for each patient. The regular census provides room
number, physician, advanced directive, weight, age, sex, service, condition, length of stay,
diagnosis, drug allergies, and diet.

e Nursing Station Census (mini) - This report is most often printed before midnight to make sure
that all patients are in the correct beds prior to the final census being run. It sorts in room
number order and is an abbreviated version of the Regular Census report.

e Bar Code Census - The Bar Code Census report prints the room number and name of each
patient associated with the nursing station. Bar code scanning capabilities must be available to
use this report.

e Specimen Collection List - Nursing collected specimens may not always be collected at the
time the procedure is ordered in the system. The Specimen Collection List was designed to
show only uncollected nursing specimens and can be run at any time to easily track uncollected
specimens.

e Drug Information - Drug monographs can be printed from the nursing station for use as a
reference by the nursing staff or for patient education. Monographs are available only for
medications distributed by your pharmacy. Each monograph includes information about uses,
side effects, precautions, dosage, interactions, and storage.

e Drug Interactions Report - When using the TruBridge EHR Pharmacy application, a nursing
station can view or print drug interactions for patient medications that are distributed by
pharmacy. Up to six medications can be listed in the search.

e Order Schedule - All procedures for a specific ancillary department for a given time period can
be printed. This particular report can be helpful in keeping track of daily ancillary orders such as
lab orders when performing chart checks.
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e Floor Stock Charged Report - The Floor Stock Charged report will print all floor stock charges
for patients in a particular nursing station. Up to ten patient account numbers can be designated
or all patient charges can be printed for a specific A/R date. It is recommended that the report
can be printed after all charges are entered for the day, or shift, and be checked against charge
labels for each patient.

e Turn Around Time Report - TAT can be run from any Ancillary or Nursing department. This
report searches through the order records to find user-selected information. Any two Order Entry
Maintenance records with a date/time can be selected for comparison.

e Ancil Re-Orders Due - Nursing departments can print a report and/or labels for orders that are
scheduled to discontinue within 24 hours. If labels are printed, the label can be placed on the
patient’s chart to remind the physician that the order is scheduled to stop if it is not reordered.
The report is useful for change of shift reports or for physician review.

¢ Physician’s Rounds Sheets - Nursing departments can print this report for physician's to utilize
while making rounds. The report includes the patient's nhame, room number, account number,
financial class, age, sex, marital status, number of days in hospital, diagnosis, admitting
physician, second or consulting physician, family physician, patient's phone number, and medical
records number.

e Comparative Results - The cumulative vertical report is an update of all test results for a patient
account. The report is a comparative summary presentation of all data with test names along the
vertical axis and results listed chronologically along a horizontal axis. Collection dates and times
are printed on the horizontal axis. Up to seven events will print per row with subsequent results
wrapping below the most current results. Since this report is a complete record of all patient
results, each report should replace the report previously charted. Preliminary reports with results
that do not yet appear on the cumulative report should remain on the chart until they print on the
cumulative.

e Multi Acct Cumvert — This report prints the same as Comparative Results but will include all
patient accounts (inpatient or outpatient) within a predefined number of months.
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Chapter 9 Critical Care Flow Sheet

The Critical Care Flow Sheet is a document that includes specific patient information charted within
an eight-hour (or less) time frame. It can be printed at anytime during the patient’'s stay, but it is
primarily printed at the end of shift. The nursing staff can print the report, but the nurse assigned to
the patient primarily prints it. Printing the Critical Care Flow Sheet is optional, unless otherwise
specified by hospital policy. The report is usually not a permanent part of the patient's chart, but it
placed in the patient’s chart for physician rounds.

9.1 How to Print

The Critical Care Flow Sheet may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.
2. From the Virtual Chart select the appropriate tab.
3. Select Critical Care Flowsheet.

. Select a patient by choosing "This Department”, "My Patients", or "Current Patients."

SN

ol

. Click patient name and then "Add Selected" to add patient to Patient Selection List
6. Select Process.

System prompts "Select Ending Time for the Critical Care Flow Sheet."

~

. Choose the Current Ending Date and Time that the report is needed.
8. Select Print.

System prompts "Enter Number of Copies to Print"
9. Enter the number of copies to print.

10. Select OK.

9.2 Description and Usage

The Critical Care Flow Sheet is a document that includes specific patient information charted within
an eight-hour (or less) time frame. The report provides details of the patient’'s condition and plan of
care and can also be used to track trends in the patient’s progress. It is primarily used in the ICU.
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Critical Care Flow Sheet

Critical Care Flow Sheet
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Listed below is an explanation of each column.

e Demographics Box (located upper right-hand corner): Includes the patient's name, account
number, admitting physician, age, sex, room number, medical records number, and any drug
allergies documented through the TruBridge EHR system.

e Vital Signs: The pulse and blood pressure will display graphically in 15 minute intervals. The
temperature and respirations will display numerically in 15 minute intervals. Will also display O2,
02 L/Min, FiO2, and O2 Sat.
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e Hemodynamics: The CVP, PAP, PAWP, and CO/Cl values will display in one hour intervals.

e Ventilation Mechanics (Optional): Nursing Administration determines which seven out of
twelve options will display. The values will display in one hour intervals.

e Intake (Optional): Nursing Administration determines which four out of twelve options will
display. The values will display in one hour intervals. The "OTHER" box combines all intake
values not specified on the flow sheet, which can be seen in detail in the Patient Progress Notes.

e Output (Optional): Nursing Administration determines which four out of eighteen options will
display. The values will display in one hour intervals. The "OTHER" box combines all output
values not specified on the flow sheet, which can be seen in detail in the Patient Progress Notes.
Entries charted by frequency, display in the top left corner of the boxes where volume entries also
display.

NOTE: An asterisk (*) adjacent to any value on this flow sheet denotes multiple values have been
charted. The first recorded value displays, with subsequent values listed in the Patient Progress
Notes.

e Medications: Displays medications administered during the selected time frame, Hemodynamic
medications, date and time of last administration, medication description, location of
administration, or reason if it is a PRN, and dosage.

e Neuro checks: Displays neuro checks charted through the VS application since last locked shift.
Will also display the date and time information was entered, as well as the name and title of
person who charted the entry.

e Distinctive Nursing Assessments: Displays assessments charted in the eight hour period
covered, that are flagged as distinctive and should be noted by the nursing staff, as well as the
date and time of entry. In order for this information to be reflected, it must be set up by Nursing
Administration.

e Distinctive Physical Assessments: Displays assessments charted in the eight hour period
covered, that are flagged as distinctive and should be noted by the medical staff, as well as the
date and time of entry. In order for this information to be reflected, it must be set up by Nursing
Administration.
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Chapter 10 Diabetic Flow Sheet

Q. HOW OFTEN SHOULD THE REPORT BE PRINTED?

A. The Diabetic Flow Sheet can be printed at any time during the patient’'s stay, but should be
printed at the end of each shift or automatically at a specific hour, once a day.

Q. WHO CAN PRINT THE REPORT?
A. The nursing staff can print the report, but the nurse assigned to the patient primarily prints it or it
is set up to print automatically at a specific hour.

Q. WHO SHOULD GET COPIES OF THIS REPORT?

A. The Diabetic Flow Sheet is placed in the patient’s chart and replaced each time a current report
is printed.

Q. IS PRINTING MANDATORY OR OPTIONAL?
A. Printing the Diabetic Flow Sheet is mandatory, unless otherwise specified by hospital policy. The
report is usually a permanent part of the patient’s record.

Q. WHAT IS THE DESCRIPTION AND USAGE?
A. The Diabetic Flow Sheet is a cumulative document that includes the patient's diabetic chart,
PRN and routine insulin, and oral agent administrations.

e There are three versions of the Diabetic Flow Sheet:
» Version 1: Cumulative report of all insulin and blood glucose levels.
* Routine: 7-day graphic representation of blood glucose levels.
= ICU: 24-hour graphic representation of blood glucose levels.

¢ Version 1 Diabetic Flow Sheet contains the following information:
= Demographics Box (located in the upper-right corner)

e Patient's name

e Admitting physician

e Age, sex, & room number

e Medical Records number

¢ Any drug allergies documented through the TruBridge EHR system

¢ In addition to the above mentioned box, a single line containing the patient's name, account
number, age, sex, room number, and page number will appear along the bottom edge of the
page.

» Diet: The patient's current diet will display in the upper-right corner of the report, just below the
demographics box.

» Sliding Scale: The scale is highlighted in a gray box. It provides the following information:

e Date and time the scale was entered, as well as the name and title of the person who
entered it.

e Low and high blood sugar values, as well as the appropriate insulin dosage.

e Comments, if selected to print. This feature is controlled by a switch in the Point of Care
Control Record and is optional.

e If no sliding scale has been ordered, or if one has been discontinued, it will be indicated by
the following values and dosage: 0-999 0
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= Below the Scale

¢ Date and time of each entry charted.

e Name and title of the person who charted each entry. If a medication was administered using
the second witness option, the system will print the second employee's initials and time of
medication administration in a bold font underneath the first employee's initials and time of
medication administration.

¢ Blood glucose level and dose (if administered).

e Type of insulin or oral agent administered.

¢ The site where the medication was given.

¢ Any additional interventions that were performed.

Q. WHAT ARE THE SETUP OPTIONS FOR PRINTING?
A. The Diabetic Flow Sheet can be set up to print:

e As part of end-of-shift reports

e As part of discharge reports

e Automatically at a specific hour to a specific printer
e Atasetinterval, spooled to the PC Backup

Setup is completed in the Department Control Table for Point of Care, which can be accessed
from the Hospital Base Menu > Nursing Administration Department > Master Selection >
Business Office Tables > Business Office Table Maintenance > POC Departments. The
code for this report is DFS.

The Routine Diabetic Flow Sheet contains the following information:

e Demographics Box (located in the upper-right corner)
» Patient's name
= Admitting physician
= Account number, age, sex, & room number
» Medical Records number
= Any drug allergies documented through the TruBridge EHR system

e Diet
» The patient's current diet will display in the top right corner of the report, just below the
demographics box.

e Graphic Display
= 7 Day graphic representation of all blood glucose levels.
» Report prints a Temporary (current 7 day period) and a Final (completed 7 day period) graph.
= All blood sugar levels plot on the graph, however only the most recent level/time in each 6-hour
increment prints on the report.
= Asterisks indicate more than one level charted within a 6-hour increment.
» Interventions print vertically within the time period for which they were performed.
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» Lab results plot separately and are indicated in bold.

= Diet percent consumed also graphs. Information pulls from recordings performed in Medact.

» Individual totals for NPH, Regular, IV, and Miscellaneous insulin, as well as oral agents given,
print in 6-hour increments.

e Sliding Scale
= Sliding scales print on a separate page.
» The date, time, name, and credentials of the person who entered the scale will print.
= It will indicate if the sliding scale is IV or subcutaneous.
» Gray indicates an inactive sliding scale.
White indicates an active sliding scale.
= Comments, if selected to print. This feature is controlled by a switch in the Point of Care
Control Record and is optional.

e Legend
= |ocated in the lower-left corner of the Diabetic Flow Sheet.
= "*" indicates more than one result during this time period.
= "M indicates a blood glucose > 1000.
= "0" or plain text indicates Point of Care entry or Bold indicates Lab result.

NOTE: In order for lab glucose results to pull to the Diabetic Flow Sheet, the POC control record
must be set up to include the items from lab. The item descriptions listed in the POC control record
must be set up in the Reference Range Tables. Consult lab manager for assistance.

The ICU Diabetic Flow Sheet contains the following information:

e Demographics Box (located in the upper-right corner)
» Patient's name
= Admitting physician
= Account number, age, sex, & room number
» Medical Records number
= Any drug allergies documented through the TruBridge EHR system

e Diet
» The patient's current diet will display in the top-right corner of the report, just below the
demographics box.

e Graphic Display

= 24-Hour graphic representation of all blood glucose levels.

= Report prints a Temporary (current 24-Hour period) and a Final (completed 24-Hour period)
graph.

= All blood sugar levels plot on the graph, however only the most recent level/time in each 1-hour
increment prints on the report.

= Asterisks indicate more than one level charted within 1 hour increment.

= Interventions print vertically within the time period for which they were performed.

= Lab results plot separately and are indicated in bold.

= Diet percent consumed also graphs. Information pulls from recordings performed in Medact.

» Individual totals for NPH, Regular, IV and Miscellaneous insulin, as well as oral agents given,
print in 1-hour increments.
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e Sliding Scale
= Sliding scales print on a separate page.
The date, time, name, and credentials of the person who entered the scale will print.
It will indicate if the sliding scale is IV or subcutaneous.
Gray indicates an inactive sliding scale.
White indicates an active sliding scale.
Comments, if selected to print. This feature is controlled by a switch in the Point of Care
Control Record and is optional.

e Legend
= Located in the lower-left corner of the Diabetic Flow Sheet.
= "*" jndicates more than one result during this time period.
» "N indicates a blood glucose > 1000.
"0" or plain text indicates Point of Care entry or Bold indicates Lab result.

NOTE: In order for lab glucose results to pull to the Diabetic Flow Sheet, the POC control record
must be set up to include the items from lab. The item descriptions listed in the POC control record
must be set up in the Reference Range Tables. Consult lab manager for assistance.
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Mumber: 100556
WALSH KIERAN Age 48
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(TEMPDRARY)
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i o6 13 1m o612 1B 0§12 1n oE 1 an oG 1z 1= o6 12 1n o6 1z 1% |Time |
Lo E ® %o % ] 100
R E w M " x ® s B
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Mumber: 100556
WALSH KIERAN Age 48
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(TEMPORARY) 1
From: 03/12/01 TO: 0316501
BLISENG SCKLE DATH. . LoW-HIZH DRUE | Commmsta
DEF1E/00 ST:0F {300, BH) D- 60 0.0 |IF 50 <55 GIVE 1/2 AMP 050 IF 30 55-0 GIVE 07 W/SUOAR
ESubesatasecas 61-150 D.&D
151=200 2 .20
I01-250 4.90
261-300 690
301350 6,30
A51-400 10,20
401358 030
SLIING SCALE DATh. . LOW-HIZH DOSE | Commmnts
D5F15/04 11:37 {408, RH) G- 60 0.0 |1F B <55 GIVE 1/2 AP B0 IF BG 55-60 GEVE o W/SUSAR
Subcatazscas B1=120 D.5D
iEi-186 2.0
151-200 4.80
301350 680
361300 B8O
01-350 10,50
351-400 1280
A01-999 D20

Routine Diabetic Flow Sheet — Temporary Sliding Scales
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WALSH KIERAN

(FINAL) Page 1 of 2
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Age: 49
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Routine Diabetic Flow Sheet — Final Sliding Scales

SLIDING SCALES

{FINAL)

WALSH KIERAN Number: 100556

Age: 49
SHAPIRO VICKI .
-Routine ‘
Pa 3 ef 3 ALIERCIES: Punizillin  Codeirs Room: T3002
o 2 o M/R#: 012345

Bear- 22004 Th- naMand
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200-250 d.00
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© 2025 TruBridge



46

Diabetic Flow Sheet

ICU Diabetic Flow Sheet - Temporary
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DIABETIC FLOW SHEET v Roor:
MLLEBEIEE: Panipillin  Codeine Raam: T3002
M R# DL2345
TEMPORARY) Page 1 of 2 !
DIET: 1800 ADA
Date: 031201
-3 (05 00 D -2 E._E_E"n..._ ae-as (1. o0 |1e-a013-00 )13 00f14-e0 |15 00|16 1700 f1a: o0 [Le-o0 a0 00 fey-ce 2200 f29 . 00| Cics
Tz T Wi | | 2 — | 11 L =T EEE
7121 o 1005 15 118 (] [T il Tire
1000 1000
L1 EL
800 8OO
700 700
&oo [{a]
s00 500
A00 i
ll.ll.IL\...‘..._ )
ann |———" ; = 1=
..i..ll.-..lll =
g - o o
amp|2——t —t— 1 | — an
-l‘"“ —
loo 100
0 0
Timn Tiom
100 = 108
L] x B T 8
50 th
= 20 1% .
[ 0
ﬁ 4.0 2.0 4.0 2.0 I.0 4.0 4.0 11.40 10. O 4.0

¥ indlostes mors Ehan ose result Surlng thls tlss parled
® indicstes @& blocod gluccas » 10A0

far Pladn Esd: indlostes Dolrk of Ssrs askry

# ar Rold indostss Lab resclt

© 2025 TruBridge




POC Reports User Guide

47

ICU Diabetic Flow Sheet - Final

WALSH KIERAN -.__..______un.p.u 100556
DIABETIC FLOW SHEET -cu B B
Page 1 of 2 KLIEMCIES: Panisillin  Codmine Room: TS002
1
(FINAL)
Date: 031201
—mw-u i H F..mm_mm.mm Fm._nn 11:00 mm._u.n. LIz 14 l]a; (0oy;an L300 130 : ga m_”“..ﬂ £5:00 mm.mm mw-u
ue 14C L] =L ] % 222 L: ue
Tima ja1: @ T3 joe:an o 08 12: ¥ 14:1 L3323 Le I1:14 zx:1z [ Time
inno0 1 CaCaCy
aon L=}
:1ili} =00
Tan oo
&nn &on
ann =
ano — acn
ann | ———"T H =~ =00
1|.-|.|..1-ILL. B - -
— | - = = 2coa
- |I|.I._.I..|.|..¢.1H..l|u..1|1
100 Loa
1} =]
Tima Timo
100 Loa
8 ag X [T
m a0 50 &
& 25 25 g
o Q
ﬂ b1:] b1:J
b indlostsd ROCe Chan on@ Ceault Joring Chis cime peclicod
® indicatss = hlead sugar » 1000
Dar Plaln text indlestss Peodrk of Care satry
wor Bald Lredlcates Lab result
—

© 2025 TruBridge



48

Diabetic Flow Sheet

ICU Diabetic Flow Sheet - Temporary Sliding Scales

SLIDING SCALES

(TEMPORARY)
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ICU Diabetic Flow Sheet - Final
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ICU Diabetic Flow Sheet - Final Sliding Scales

SLIDING SCALES

{FINAL)
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10.1 How to Print

The Diabetic Flow Sheet may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.
2. From the Virtual Chart select the appropriate tab.

3. Select Diabetic Record Flowsheet.
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Chapter 11 Discharge Instructions

The Discharge Instructions is a document that includes the patient’s diet, current medications and
any other instructions pertinent to the patient’'s discharge status. They may be printed at anytime
during the patient’s stay, but it is primarily printed at patient discharge from hospital. Printing the
Discharge Instructions is mandatory, unless otherwise specified by hospital policy. The report is
usually a permanent part of the patient's chart.

11.1 How to Print

e From the Virtual Chart, select Discharge Instructions Report.

e Select Cancel to abort or enter the number of copies to print and select OK. A prompt to copy
the report to portable electronic media will display.

Select POC Whiteboard > Patient > Discharge I nstructions > 1 > OK

Copy to Portable Electronic Media?

Yes No

Copy to Portable Hectronic Media Prom pt

e Select No to access the report as usual or Yes to create an electronic file. Windows explorer will
display for selection of the device/folder.
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Select POC Whiteboard > Patient > Discharge Instructions Report > Copy Patient to Portable
Media? > Yes

Browss for Falder |

! ypsd 1800

BE Desking
&¥ Network
ik Cobeen King
; Public
2 B Computer
&L, Local Disk (C:)
g Lucal Disk [Dx)
@ ovD R Drive (E2) TPS 2.0 DLX
e Foomovable Disk (F:)
i My Documents
prima pdf

Browse for Folder
e Select Cancel to abort the file transfer. To copy the report, select the file destination then OK.
Select POC Whiteboard > Patient > Discharge Instructions Report > Copy Patient to Portable

M edia? > Yes > Portable M edia> OK

5] 7| =100 x|

Please enter an encryption key

| cpsicpsi

Encryption Key Entry

e In order to copy the file, an encryption key must be entered. The patient will need this password to
access the file. Enter the key then select OK to complete the file transfer. The Release of
Information Log is automatically updated for the patient when the option to copy to portable media
is processed.

e Whether Yes or No is selected when prompted to Copy to Portable Electronic Data, the system
will display a prompt asking if the patient requested an electronic copy.
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Select POC Whiteboard > Patient > Discharge Instructions Report > Copy Patient to Portable
M edia? > Yes > Portable M edia> OK >Encryption Key > OK

B | Electronic Copy of Discharge Instruction 7 |AJ x|

Did Patient Request an Electronic Copy?
i~ [Yes, and it was provided at discharge. |

" Yes, but | was not able to provide an elecironic copy.

" Mo, patient did not request an electronic copy

Ok

Hectronic Copy of Discharge Instruction

¢ The designated number of copies will print to the default printer. To access the electronic version
of the document at a later time, the patient will access the portable media device and select
5| Decryptlt
to enter the encryption key.

Select Desktop > Computer > Removable Disk > Decryptlt

B3 FA\Decryptit.exe =10 x|

Please enter the password: cpsicpsi_

Execute Decryption

¢ After the encryption key is entered, the PDF document can be opened as usual.
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11.2 Description and Usage
The Discharge Instructions is a document that includes the patient’s diet, current medications and

any other instructions pertinent to the patient’s discharge status. The Discharge Instructions are
included in the Discharge Summatry.

Discharge Instructions

Discharge Instructions

WALSH KIERAM &E .:-!
Disch arge Instructions bl renteriiin  ROOM: TS003
M/R#: 012345

As of 030300 13:18  Page 1 of 1

DIET: 1800 CAL ADA.

MEDICATIONS
Hame Boute
GLIFIZIDE { GLUCOTRIL | TAE BY MOUTH
g 5 MG Last GQlvan: 07704 1:23
Frequancy : TAKE AS DIRECTED
WIEI:.TLTIVIT.IMIHI CAF BY MOUTH
ETH TRB Last Given: 02704 12:15
Fregquency : TAKE A3 DIRECTED
EITHROMAN TAB BY MOUTH
Dose: Last Given: 02704 12:1°%
Frequensy 6 H
| OTHER IMSTRUCTIONS
Activity instructions: ({state limitatiens} Accivicy as Colaracad.
Follow-up care, See your physician on: Date _031100, Time _1230_,

Contact your physician if you experience any:
Fain, Humbness of extremifies, Temperature over 10l degrees.
Parsconal items listed on adm. assessment retucned to patiesnt MSE,,

Pre-admission medication returned: ®/n.
Prescripticn({s} ko patisnt: Tes.
Copy of instructions to patient/S0: Yaa.
Patient /50 understands discharge instroctions: Yem.
Special Instructicna: _OK TO RETURN_TO_WSRN_IN_4WKS
Patents's signefurne. BHITSE'S Sl
PATIENT: WALSH EIKRAN HUBRER; 100524 AGE: 49 SEX: M OO TS003 PAGE ; 1
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Listed below is an explanation of each column.

e Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical records number, and any drug allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient's name, account number, age, sex, room number and page number will
appear along the bottom edge of the page.

e Diet: The patient's diet will display in the top left-hand corner of the report just below the header.

e Medications: Will display the description of the medications the patient is taking home, along
with the dosage, frequency, and instructions. If Electronic Medication Reconciliation is utilized,
medications will be sorted by the following categories:

e Change: Signifies that a home medication or an active medication that was associated with a
home medication was continued at discharge but with modifications to the original order. The
changed medication will be followed with up to four lines describing what has changed in relation
to medication, dose, route and/or frequency.
= Continue: Signifies that a home medication was continued at discharge.
= New: Signifies that a medication has been ordered on discharge that the patient was not taking

prior to the hospital stay.
e PLEASE STOP TAKING ALL MEDICATIONS LISTED BELOW: Stop: Signifies that a home
medication was discontinued at discharge.

e Nursing Orders: May be flagged to pull to this report. See Table Maintenance - Clinical User
Guide for setup instructions.

NOTE: The generic nhame for a medication will not display on the Discharge Instruction Report if
the National Drug Code entered on the medication has been discontinued and is not currently
assigned to another medication. If Patient Drug Information is set to auto-print with the Discharge
Instruction Report, the drug monograph will display "No Drug Monograph Found" in place of the
generic medication's monograph. Additionally, the Next Due Date/Time, new instruction fields and
Prescription Details will generate on the report if the new Medication Reconciliation Application is
utilized.

NOTE: The Discharge Instructions and Discharge Summary becomes "locked" 24 hours after
both the Discharge Medication Reconciliation has been performed and the patient has been
discharged from the hospital. Any changes changes made via Home Medications or Prescription
Entry to the prescriptions (specifically to the "Instructions™ or "Next Due date/time™) do not reflect in
the Discharge Instructions if 24 hours have passed.
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Chapter 12 Discharge Planner

The Discharge Planner is a document that includes financial and environmental concerns,
expectations for discharge, potential for activities of daily living, etc. for the patient. It is included in
the Initial Interview, can be printed at anytime during the patient’'s stay, but it is primarily printed if
modifications are made to the Discharge Planner. The printing of the Discharge Planner is
mandatory, unless otherwise specified by hospital policy. The report is usually a permanent part of
the patient’s chart.

12.1 How to Print

The Discharge Planner Report may be viewed and printed from the Virtual Chart or sent directly to
a printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.
2. From the Virtual Chart select the appropriate tab.
3. Select Discharge Planner Report.

System prompts "Include stricken/amended data?"

4. This will include stricken and amended data on the report.

5. Select a patient by choosing "This Department”, "My Patients", or "Current Patients."
6. Click patient name and then "Add Selected" to add patient to Patient Selection List.
7. Select Process.

12.2 Description and Usage

The Discharge Planner is a document that includes financial and environmental concerns,
expectations for discharge, potential for activities of daily living, etc. for the patient.
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Discharge Planner

Discharge Planner

WALSH KIERAN
SHAPIRO VICKI

ALLERSTES: Baolelin

Discharge Planner
AS OF 0315/00 08:26 Page1 ol 1

AGE: 49

SEX: M
renienilin  ROOM: TS002

MRS 012345

| DISCHARGE FPLANNER

FRESENT LIVING SITUATION!

Livas with family 13/03500 13:
ANTICIPATED PHOGLEMS ASSOCIATED WITIH ENWVIRONMENTAL COHD T TORS

Hoaa a%/03,500 13:

EMOTIONAL CONCERME EXPREESSED BY PATIENT:

Floapolal ] o1 1304
HAME OF PRIMARY CARESIVER:

Plary Walmh - 1%/1500 QRO
CONCERNS EXPRESSED BY COMETROLLER:

Financial. g3/isfon om:a

ITNTENDED DICST INAT TN POST [ LSCILARRGE ;

PATIENT WILL BEQUIRE ASSISTANCE WITEH:

ANTICIPATED WEED FOR FINANCIAL ASSISTANCE POST-DISCHARGE:

YES. 13/03700 13:

REFFERALS :

Nurss’s migoaie.

PATILENT ! WALSH EKIERAN NUMBER: 1003E% REE: 453 BEX: M

BROOM1 TEODZ

BAGE

1

Listed below is an explanation of each column.

e Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical record number, and any drug allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient's name, account number, age, sex, room number and page number will

appear along the bottom edge of the page.
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e Discharge Planner: Displays 50 hospital-defined questions that can be answered to document
a plan for the patient’'s discharge. The questions appear in bold text with the responses listed
below. Once charted, the date, time, name, and title of the person who charted the information

will be reflected.

e Signature Line: A signature line is provided in lower right-hand corner of the report.
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Chapter 13 Discharge Summary

The Discharge Summary is a document that includes the patient’s diet, current medications, other
instructions, and any other information pertinent to the patient’s discharge status. It can be printed
at anytime during the patient’s stay, but it is primarily printed at patient discharge from the hospital.
Printing the Discharge Summary is mandatory, unless otherwise specified by hospital policy. The
report is usually a permanent part of the patient’s chart.

13.1 How to Print

The Discharge Summary Report may be viewed and printed from the Virtual Chart or sent directly
to a printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Discharge Summary Report.
System prompts "Include stricken/amended data?"

4. This option will include any stricken or amended data in the report.
System prompts "Enter Number of Copies to Print"

5. Enter the number of reports to print.

6. Select OK.

13.2 Description and Usage

The Discharge Summary is a document that includes the patient’s diet, current medications, other
instructions, and any other information pertinent to the patient's discharge status. It is part of the
patient’'s permanent chart. The Discharge Instructions are included in the Discharge Summary.
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Discharge Summary

Discharge Summary

BOLTZ CAROLYMN AGE: 32
SEX: F
- JAMES AUTRY, MD ROOM: 502
Dlscha r'E Sl--lrl'.lrr‘lar.yI ALLENGEER| Penboiliin Coleine M/RN: A124T2
Printed: 10/02/0& 12:25% Page 1 of 2
0%/28/06 16:38 [{JANE E DOE, RN} DIET:
MEDICATIONS
Hamar Last GFaiven
DARVOCET M-100
TA¥E 1 TRELET EVERY & HOURZ AS NEEDED FCGR FAIK
PHENERGAN {PROMETHAZINE} TR
TA¥E 1 TRE EVERY EZIX HOOIBRE AS FOR HRAOZEA AND VOMITING
OTHER INSTREUCTIONS
O9F2ES0E 16;: 42 (JANE B DOE, RN} ACTIVITY:
0%/28/06 16:42 [{JANE E DOE, RN} FOLLOW UF VISIT:
EF 11123 RITEE TH HWFEE
09/28,/086 16: 42 {JANE E DOE, ERH} Acktivity instroctions {[{state limitations]:
sl i s IRk s e TED
09/2B/06 16:42 [JANE E DOE, RN} Bpacial inatruskions:
032806 16:42 [JANE E DOE, BN} Follow—up o&EdS. Sea your physiclisan on:
o3 /2EB/06 156:42 [JAWE E DOE,. EH] Contacsk your physician if you axpazience any:
lrzinese: pain UM LLED BY FAIE MEDICATION
09/2B/06 16:42 [JANE E DOE, RN} Pazassnal items rebuzned Lo patient:
D9/2E/06 16:42 {JANE E DOE, BN} Transportation method:
03 /2B/06 156: 42 [JAWE E DOE. EH] Patiant accompaniaed by:
DeS2R/ 08 16: 42 (JANE E DOE, EBH] Discharge disposition:
D9fIES0E 16: 42 (JANE E DOE, BEH] Condition of Surgical Insimion:
03 /2B/06 16:42 [JANE E DOE, RN} Afabrile:
O8F2E/06 16; 42 [JAMNE B DOE, RN} Pain Relisf /PO Meds:
09/2E/06 16:42 [JAME E DOE, EH] Orimntad:
O9fIES0E 16: 42 (JANE E DOE, RN} Appropriste Bshavior:
Q9FfIES0E 1642 (JANE E DOE, RN} Ability ta« Function Independesntly:
09/28/06 16:42 [JANE E DOE, BN} Hygiena
Le 1 ¥ - akir
O9F2ES06 1642 (JANE E DOE, RN} Ambulaticon:
Anbolatoey.
09/28/06 16:42 [{JANE E DOE, RH} Disabdlities:
09/28/06 16:42 [{JANE E DOE, RN} Impalrments:
[ s mig = Murse's signafure:
FATIENT: BOLTE CARDLIYH HUMEER: 400675 AGE az FEX: F ROOM: 502 PAGE: 1
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Listed below is an explanation of each column.

e Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical record number, and any drug allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient's name, account number, age, sex, room number, and page number will
appear along the bottom edge of the page.

e Diet: The patient’s diet will display in the top left-hand corner of the report just below the header,
preceded by the date, time, name and title of the person who charted the information.

e Medications: Displays the description of the medications the patient is taking home, dosage,
frequency, instructions, and date and time of last administration. If Electronic Medication
Reconciliation is utilized, medications will be sorted by the following categories:

» Change: Signifies that a home medication or an active medication that was associated with a
home medication was continued at discharge but with modifications to the original order. The
changed medication will be followed with up to four lines describing what has changed in
relation to medication, dose, route and/or frequency.

= Continue: Signifies that a home medication was continued at discharge.

= New: Signifies that a medication has been ordered on discharge that the patient was not taking
prior to the hospital stay.

= Stop: Signifies that a home medication was discontinued at discharge.

Additionally, The Next Due Date/Time, new instruction fields and Prescription Details will generate
on the report if the new Medication Reconciliation Application is utilized.

e Other Instructions: Up to 30 hospital-defined questions that can be answered to detail the
instructions given to the patient. The questions appear in bold text with the responses listed
below. Once charted, the date, time, name, and title of the person who charted the information
will be reflected. This section of instructions also prints on the Discharge Instructions report.

e Other Information: Up to thirty hospital-defined questions that can be answered to describe
other pertinent patient information . The questions appear in bold text with the responses listed
below. Once charted, the date, time, name, and title of the person who charted the information
will be reflected. This section of information will ONLY print on the Discharge Summary report.

e Signature Lines: Signature lines are located at the bottom of the report for the patient and the
nurse providing the care.

e Nursing Orders: May be flagged to pull to this report. See Table Maintenance - Clinical User
Guide for setup instructions.

NOTE: The Discharge Instructions and Discharge Summary becomes "locked" 24 hours after
both the Discharge Medication Reconciliation has been performed and the patient has been
discharged from the hospital. Any changes made via Prescription Entry to the prescriptions
(specifically to the "Instructions" or "Next Due date/time") do not reflect in the Discharge
Instructions if 24 hours have passed.
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Chapter 14 Education

The Education report is a document that includes multi-disciplinary information on how and when
the patient was educated regarding diagnosis, medication administration, etc. The report can be
printed at anytime during the patient's stay by the nursing staff, but the nurse assigned to the
patient primarily prints it, or staff who make modifications to the report. Printing the Education
report is optional, unless otherwise specified by hospital policy. The report is usually not a
permanent part of the patient's chart.

14.1 How to Print

The Education Report may be viewed and printed from the Virtual Chart or sent directly to a printer
using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

w

. Select Education Report.
System prompts, "Include stricken/amended data?"
4. This will include stricken and amended data in the report
5. Click a document name and then "Add Selected" to add document to Document Selection List
6. Select Process.
System prompts, "Select Starting Point."
7. Enter the dates that the reports is needed.

8. Select Print.

14.2 Description and Usage

The Education report is a document that includes multi-disciplinary information on how and when
the patient was educated regarding diagnosis, medication administration, etc.
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Education

Education Report

WALSH KIERAN AGE: 49

EDUCATION MERIOVEEL . ROOM:TSO02

FROM: 03/16/00 07:00 TO: 021600 10; Page1 of 1

| DIABETES

FATIENT THETRUCTED ON:

WIESD 03 W R
in
EDUCATION DOCUMENTATION GIVEN TO:
13,/1&/00 0927 (0D, RH| Fatisnt, Significant Dbihac.
CARDIOFULMOMNARY
PATIENT IHSTRUCTED ON:
WIESND Q358 (DOE, Ed B telin Dse, OHydg ng and Coughing
e=x, Uze af the I Yarbalixem Urde
EDUCATION DOCUMENTATION GIVEN To:
a3/le/00 P38 [DDE, BO Fakti # Significant Dthar.

to Adniniztar Faapi

ep Hrmathicg and Cough

POST-0OFP INSTRUCTIONS

PATIENT THSTRUCTED ON:
DOE; BRI Curn, cough; G9eep DERATHLE, =Plinting Loelalen «han Soug@ilng, lag eMarolees
POST=-0F PATH MANAGEMENT :

d paln Feds, lOSTIvoted on Eelakstlon techigues, positioning for

ACTIVITY LIMITS:

31600 @ (ODE, FH imi rnowa Lnport of aarly arbulatian, do oot
311650 2 (DOE, FH bi_pe= rox Lk ., change
Nurse's siprwmbure Waliclated by
IPITIEIIT! WALSH EIERAN HIMEER: LO05E3 AGE.: 43 BEX: M ROCH: TS00Z PAGE : 1

© 2025 TruBridge



65 POC Reports User Guide

Listed below is an explanation of each column.

e Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical record number, and any drug allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient's name, account number, age, sex, room number and page number will
appear along the bottom edge of the page.

e Education Categories: Each category will be highlighted with bold text within a shaded gray
box. There are 34 categories that are all user-defined and can be set up for multi-discipline use.
Within the category up to thirty hospital-defined questions with up to twelve answers for each
can be set up. The questions appear in bold text with the responses listed below. Under each
category, entries made will display in chronological order preceded by the date, the time entry
made, and name and title of individual that entered the information. Education questions can be
integrated with the Physical Assessment and Initial Interview portions of the chart and will display
on the Education report. Information charted in Initial interview, Discharge Planner, and
Discharge Summary and Instructions can be set to print on the Education reports. This is done
through Point of Care setup for each application. Refer to the Point of Care setup reference
manual for setting this option.

e Entries: Each entry will fall under the appropriate category
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Chapter 15 End of Shift

Please refer to the POC User Guide for information on this topic.
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Chapter 16 Fax Status Report

This report can be useful in monitoring fax usage to particular locations and used to troubleshoot
failed fax problems.

The Fax Status Report:

e Provides the date and time of the fax transmission, the destination and fax number, the initials or
initials/employee number of the sender, and status of each fax transmission.

e Includes a description of the document transmitted.

e Includes an option to print a list of either all fax transmissions, successful transmissions, or failed
fax transmissions and can be sorted by destination, time, or sender.

There are two versions of the Fax Status Report.

e Departmental Fax Status Report (includes fax transmission information for the login department)

Fax Status Report (Department)

1. The system will default to the current date. Press <Enter> for the current date, or type the
desired date.

2. The system will prompt for the fax transmissions to be included. Enter A-All for all
transmissions, S-Successful for successful transmissions or F-Failed for failed
transmissions.

3. The system will prompt for the order in which they will sort and be printed. Enter T-Time to sort
and print by time, D-Destination Number to sort by and print by destination number, N-Name
of Destination to sort and print by Destination name or S-Sender to sort and print by sender.

Q. HOW OFTEN SHOULD THIS REPORT BE PRINTED?
A. As often as needed.

Q. WHO SHOULD PRINT THIS REPORT?
A. Ancillary department managers.

16.1 How to Print

The Fax Status Report may be viewed and printed from the Virtual Chart or sent directly to a printer
using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

© 2025 TruBridge



Fax Status Report 68

3. Select Fax Status Report.
System Prompts, "Status Report"
4. Enter the As of Date, Types of Faxes and Fax Order.

5. Select Print.

16.2 Description and Usage

This report can be useful in monitoring usage by department to particular locations and be used to
troubleshoot failed fax problems. The Fax Status report by Department includes all fax
transmissions sent by the login department and will provide the following:

e Date and time the fax transmission was initiated, the destination and fax number, the initials or
initials/employee number of the sender, and the status of each fax transmission.

¢ Description of the document sent.

e Option to print a list of either all fax transmission, successful transmission, or failed fax
transmission and can be sorted by destination, time, or sender.
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Fax Status Report

Daily Log for Fax Transmittals

BITE DATE 0L 0770000 PRGE 1
TIME Ld:-40 CATLY LOE PFUOR TAX TRANGOTTALS FEETATEET
AS OF DATE = 0170772000 FEFORT OFTIORS = ALL A TTER SaEd DEFARTMET VERGION s8Es
DATE TIME DOESTTHAT TR SESDER TAXL ENAER DO CTREET
1 DL/0T/2000 12:17 NDAIDSTE N0 NEALTH e E53=5501 DTGOKIE
B ODL/OTSR000 12013 JAONSON MNMOETAL CENTER =2 555=1100 GLOCOSE
3 DL/0TS2000 15:13 SASSTEG MIMOETAL RE IE8=121E TH Shillss
4 DL/07/2000 15:14 CITY GENERAL T ATL=411% SODTTM
5 DL/0T7/2000 15:18 AONISON CESTRAL IRALTH BT AS4=4410 ELECTROLYTRES
& DLS07/2000 15:41 SHITH BICIASRD WD S0k E33=0214 ELECTROLYTRS
T DLAOTS2000 15043 SHITH BICIASD WD SHA E33=0214 PRIFT T
0 D1 0T/2000 15:54 J0EES DRTAH E =) E313=0214 DTLASTIE
§ DLAYTSZ00D  15:55 GALIAANRE FATRICK S0 200=334= che
10 DL/0T/2000 15:57 DR WORRISON S0 E33=0214 chC
11 DL/0T 2000 1610 DR WORTENSES mno E33=0214 ELECTROLYTRES
1F 0L/0T7/2000 1611 DR WONETL (=1 4 B= 0214 CALCTON
13 0L/00/2000 10:41 DR ESFALGI o E33=0214 PROT IWE
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Listed below is an explanation of each column.
e As of Date: This is the print date.

e Report Options = When generating the report, users have the ability to select among including
all faxes, failed faxes or successful faxes.

e / Time: During report generation, users may list each fax in order by destination number, name of
destination, sender or time.

e Date: Lists the date the fax was sent

e Time: The time the fax was sent is listed in this column.

Destination: Displays the fax's destination

Sender: Displays the sender's initials

Fax Number: Includes the destination fax number

Document: Displays the type of document sent
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Chapter 17 Floor Stock Report

Please refer to the Patient Account Detail Report - Floor Stock Report@.
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Chapter 18 Flowchart Reflex Report

The Flowchart Reflex Report is a document that includes reflex responses that have been
generated for specific flowcharts. It can be printed at anytime during the patient's stay by the
nursing staff. Printing the Flowchart Reflex Report is optional, unless otherwise specified by
hospital policy.

18.1 How to Print

The Flowchart Reflex Report may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

w

. Select Flow Chart Reflex Report.

N

. Choose a date range to print the report for

(21

. Select a flowchart to print
System prompts "Print Declined Reflex Responses?"

6. This will add any declined reflex responses to the report.

18.2 Description and Usage

The Flowchart Reflex Report is a document that includes reflex responses that have been
generated for specific flowcharts.
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Flowchart Reflex Report

Flowchart Reflex Report

BOLTZ CAROLYN AGE: &0
SEX:
ROGERS RYAM L ROOM: 002
REFLEX REPORT e MIRK: 238689
Flowchart: CHEST PAIM - ER TRIAGE
MA Started 06/05/05 Paga 1
From: D6/0705 To: 068/07/05
06/07/05 |
12: 48 [JJD, EH) Craata Crdar MORFHINE @ 1MGML Sant
12: 4B [JJD, EH) Craata HEDACT Crdar COMPLETE BED REST Banlk
12148 [TaD, BH) Create MEDACT Crder ADMIT TO TELEMETRY Sant
12:48 [JID, EH) Create Crder LAMOKIN [DIGCHIN]} TB : 125MCE Sant
12: 48 [JaD, BH) Create MEDACT Order CARDIAC MONITORING: DOCUMENT BOYTHM Sent
12:48 [JJD, BH) Create Order ASPIRIN TAB : EC Sant
12: 4R [7a0, RH) Creats Order CT CHEST WITH CONTRAST Sant
12; 48 [JI0, BHY Ermats Ordsrc POTASSIUNM SEAUM w Smnt
12: 4E [JJD, BH) Craate Ceder NORMAL ZALINE Bant
EATIENT: BOLTE CAROLYN WUMBER: 356395% RAGE: 60 EEX: F  ROOM: 002 EMGE 1

Listed below is an explanation of each column.

e Demographics Box (located upper right-hand corner): Displays patient name, age, sex,
account number, admitting physician, room number, medical record number, and any drug
allergies documented through the TruBridge EHR system.

e Reflex Report: Displays flowchart name, date started, date range for printing, time reflex
responses generated, initials and credentials of who sent the responses, and reflex responses
will list as well as the status
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Chapter 19 Graphic 1&O

The Graphic | & O is a document that includes the patient’s vital signs, weight, diet information, and
intake and output chart over a three-day period. It can be printed at anytime during the patient’s
stay, but should be printed at the end of each shift or automatically at a specific hour, once a day.
The nursing staff can print the report, but the nurse assigned to the patient primarily prints it or it is
set up to automatically print at a specific hour. Printing the Graphic | & O is mandatory, unless
otherwise specified by hospital policy. The report is usually a permanent part of the patient's chart.

19.1 How to Print

The Graphic | & O may be viewed and printed from the Virtual Chart or sent directly to a printer
using the Printing menu.

1. From the Patient Whiteboard, select a patient.
2. From the Virtual Chart select the appropriate tab.

3. Select Graphic | & O.

19.2 Description and Usage

The Graphic 1 & O is a document that includes the patient’s vital signs, weight, diet information, and
intake and output chart over a three-day period. The forms print as “Temporary” until three days of
information is completed. After three days, the report prints as “Final,” It is a part of the patient’s
permanent chart.
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Graphic | & O - Temporary
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Graphic | & O - Final

Graphic 1&0 — FINAL
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Listed below is an explanation of each column.

e Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical record number, and any drug allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient's nhame, account number, age, sex, room number and page number will
appear along the bottom edge of the page.

e Vital Signs: Each 24-hour period is divided into four-hour intervals. The temperature is reflected
in a line graph format. Pulse, respiration, blood pressure, 02, O2 L/Min, FiO2, and O2 Sat are
reflected in numeric values below the graph. Weight is reflected in both pounds and kilograms
along with the patient's body-surface area.
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NOTE: An asterisk (*) denotes multiple values have been charted. The most recent value prints,
with previous values listed in the Patient Progress Notes.

e Patient Diet & Percent Consumed: Displays up to three diet entries within a 24 hour period.
Will also display diet description, percentage consumed, and time the entry was charted.

e Breast Feeding: Displays for Pediatric and Nursery chart types only. Will print the breast feeding
time, minutes and totals for L, R, L/R breast.

NOTE: If percentage of diet consumed has been charted on a diet through the Medact, the Breast
Feeding section will not print on the report.

¢ Intake and Output Record: The intake and output volumes reflect totals per shift, and a 24-hour
total. The values are charted by frequency and display in the top left-hand corner of the boxes
where volume entries also display. The intake displays up to ten categories. Any entries beyond
that will be reflected under "Other" and will be detailed on the Patient Progress Notes. The output
displays up to eight categories. Any entries beyond that will be reflected under "Other" and will be
detailed on the Patient Progress Notes. There is an option to use eight or twelve hour 1&0O total in
control table.
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Chapter 20 Growth Charts

Growth Charts consist of a series of percentile curves that illustrate the distribution of selected
body measurements in children. Growth charts are tools that contribute to forming an overall
clinical impression for the child being measured. Growth charts can be added to Virtual Chart tab
and printed at any time.

20.1 How to Print

The Growth Chart may be viewed by selecting the Growth Chart option from a virtual chart tab.
1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select the Growth Charts (All) to view the available Growth Charts.

4. To view all available Growth Charts that exist for the patient select the Check Box next to Show
All Charts For Historian Comparison.

5. Set the report generation options that are needed for the report. Once all options have been
selected, select Display Charts.

“ = 5 i Signed On Emp: BS Dept: 003
E,‘Q Growth Chart Options
ELLA KATHERINE SMITH 123465 Admit DYTm: 05/07/13 14:47 Room: 020-1
CDC Growth Charts
Birthdate: 01/01/2011 | Age: 3 years, 7 months, 0 days

" Show All Charts For Historical Comparison

(If checked, all available charts from birth through current age may be viewed.)

Growth Chart Set 1 (5th to 95th Percentile) ‘ ‘ Growth Chart Set 2 (3rd to 97th Percentile)
Select All Available Set 1 Charts Select All Available Set 2 Charts
r r
" Stature-for-age and Weight-for-age (2 to 20 years) r
" Body Mass Index (2 to 20 years) r
" Weight-for-stature (2 to 5 years) r
Growth Chart Set 1 Display Charts Growth Chart Set 2

POC Growth Chart
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20.2 Description and Usage

Various growth charts, including WHO Growth Charts, are available depending upon the patient's
age range and gender. Weight and height must be present on the account in order for the growth
charts to be accessible. Head circumference must be present for WHO Growth Charts. Physicians
will have the ability to view historical growth charts: all charts from birth through the current age.
Additionally, two different growth charts (5th to 95th Percentile and 3rd to 97th Percentile) are

selectable, either for the current age or to include historical weight and height entries. Growth Chart
functionality is now in ClientWare 5.

Data included on the Growth Charts is outlined below:

Birth to 36 Months

¢ 5- 95 Percentile Length and Weight Growth Chart for the sex of the patient
e 3- 97 Percentile Length and Weight Growth Chart for the sex of the patient
2 Yearsto 5 Years

e Weight for Stature Growth Chart for the sex of the patient

2 Years to 20 Years

e 5- 95 Percentile Stature Growth Chart for the sex of the patient

¢ 5- 95 Percentile BMI Growth Chart for the sex of the patient

e 3 - 97 Percentile Stature Growth Chart for the sex of the patient

e 3 - 97 Percentile BMI Growth Chart

WHO Birth to 24 Months

¢ Length-for-age and Weight-for-age percentiles

e Head Circumference-for-age and W eight-for-length percentiles

e The following is a full display of a Growth Chart.
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Growth Chart
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Chapter 21 Initial Interview

The Initial Interview is a document that includes information regarding the patient's demographics,
pertinent history, and discharge planning. It can be printed at anytime during the patient’s stay, but
should be primarily printed after completion on the system. If modifications are made, the report
should be printed again. The nursing staff can print the report, but the nurse assigned to the patient
primarily prints it or staff who make modifications to the report. Printing the Initial Interview is
mandatory, unless otherwise specified by hospital policy. The report is usually a permanent part of
the patient's chart.

21.1 How to Print

The Initial Interview Report may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.
2. From the Virtual Chart select the appropriate tab.
3. Select Initial Interview Report.

System prompts "Include stricken/amended data?"

4. This option will include any stricken or amended data in the report.

21.2 Description and Usage

The Initial Interview is a document that includes information regarding the patient's demographics,
pertinent history, and discharge planning. The Point of Care system allows for the ability of the
patient’'s demographics and pertinent history to be copied from admission to another. The copying
process can occur as long the patient has been registered using the same name spelling, birthday,
and social security number. If POC documentation has purged to Clinical History it cannot pull
forward. A message will print at the bottom of the copied version to the Initial Interview.

NOTE: Currently, Home Medications are copied to a new account based on the same parameters
used by Copy Previous Pertinent History. If Electronic Medication Reconciliation is utilized, the
medications that were continued at discharge on the previous stay will generate as Home
Medications on the Initial Interview for the current stay. If the "No Home Medications" option is
selected, None will display beneath Current Medications. The availability of documentation entered
via the new Medication Reconciliation Application is not restricted by POC keep days.
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Initial Interview - Page 1

Chief Complaint

Second Physicias

. . . BOLTZ CAROLYN AGE: 40 SEX:
Evident Community Hospital
WILLIAMS KERRIB ROOM: 030-2
INITIAL INTERVIEW stumes. cotatse  pemsersiza MURH: 123321
Printed: 10/27M15 13:46 Page 1 of 4
Patient Nama BOLTE CAROLYN IN AN EMFRCENCY
BEirth date 12703/1974 4 Haze WILEINSON CRERIE
Bax P Rolatiom FEND
Marital Statuos ] Addrass 1115 CTEAED EOQAD
Cocupation Phona 251/919-5555
Raligion BAPTIET Admitting Physician WILLTAME EEEEI B

PERTINENT

HISTORY

Iopatient Arrival Date/Time:

10/27/15 08:00

Chief Complaint/Reason for Admit:
Enar

porTknass of bre

Admiszsion Welght and Heilght:
135 LBE o

Drug/Food/Environmental Allergies:

=

Does Patient Smoke:
4 - Bavar smokar

Admitted From:
Doctor's offica.

Mode of Arrival/Accompanied by:

Whaal
Person Giving Information:
Patient .
Previous Admission to Hospital:
No.
Advanced Directives:
Yan.
Immnization Tp to Date:
Up to data for aga.
Past/Current Substance Abuse:
No.

Medication Disposition/Fharmacy Used:
%o medications broeght with patiant.

Medications Taken in the Last & Months:
W/R.

Vits/Herbs/Minerals/Over Counter Drugs:
Multi tamina.

Nutrition Information:
RO for traatmant/td

Of &1.24 KC £1235 CM && INCHES

NUTs8's SIgNature:,

uniknown}

{BARERA EMITH]

{EARERR

{EARERR

{EBARERR EMITE]
{ERRERR EMITH]
{ERRERR EMITH]
{ERRERR EMITH]

{ERSERR

{ERRERR EMITH]
{ERRERR EMITH]

{ERSERR

{BARERA EMITH]

{BRRERR EMITE]

AGE: 49 SEX:

F ROOM:

030-2 PAGE:

I|E.E'L'IZENT: BOLTZ CAROLYN NUMBER: 357257
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Initial Interview - Page 2

Evident Community Hospital SO AGE: 40 sEX: F
WILLIAMS KERRI B ROOM: 030-2

INITIAL INTERVIEW ALLERGIEE: Codaime pentcillin MIRW: 123321
Printed: 1072715 13:46 Page 2 of 4

Food Dislikes:
EEETE

Medical History/cardiovascular
Mo known cardiovascular problems. 10/27/15 13:20 {BARERA EMITH]

Medical History/Cardiowascular Comt:
H/R 10/27/15 13:20 {BARERA EMITH]
Medical History/Respliratory:
o dzab 51 10/27/15 13:20 {EARERA EMITH]}

P ¥
Imandod: 1O/Z7/15 13:34 [BAEBRA EMIT})

Productiva cough. 10/27/15 13:20 (ERFERR EMITH]}
Medical History/Gastrointestinal:

Ko known GI problams. 10/27/15 13:20 (ERFERR EMITH]}
Medical History/Genitourinmary:

No kmown G problams. 10/27/15 13:20 {BRFERA EMITH]
Medical History/Musculoskeletal:

No knmown masculoskolatal probloms. 10/27/15 13:20 {BASERA SMITH]
Medical History/Endocrinology:

No kmown andocTinology problams. 10/27/15 13:20 {BASERA SMITH]
Medical History/Integument:

No kmown intagumant problams. 10/27/15 13:20 {BRFERA EMITH]
Medical History/EENWT:

Mo kmown EENT probloms. 10/27/15 13:20 {BASERA SMITH]
Medical History/Wounds:

Eaa Unisax Body on physical assassmant. 10/27/15 13:20 {ERRERA EMITH}
Medical History/Hematology/Omoology:

No kmown hematology /oncology problams. 10/27/15 13:20 {BRFERA EMITH]
Medical History/Reurological:

Mo kmown naurclogical problams. 10/27/15 13:20 {BASERA SMITH]
Previous Surgeries:

Eyateractomy. 10/27/15 13:20 {BARERA EMITH]
Health Accessories:

Glassas. 10/27/15 13:20 {BRFERA EMITH]
Dietary Consult {Select &11 that Apply}:

Ko consult DACASSATY. 10/27/15 13:20 (ERFERR EMITH]}

Dietary Comsult Cenmt:
NiR 10/27/15 13:20 {ERSERR EMITH}
Domestic Violence Screen [Murse Assess):
Ko nesds identified. 10/27/15 13:20 {ERSERR EMITEH]
Unit Orientation/Instructed Om:
Call light, TV control, Had Control, Wisiting hours, Snoking policy.
Maal times, Laaving the unit, Patlants rights/rasponaibilitias, Talaphona.
Eathroom, ACtivity, Non-varbal/unabla to COmmOicata.
Valuables:
Nona. 10/27/15 13:20 {ERSERR EMITH}
Disposition of Valuables:
Hona.

=20 {ERFERR EMITH}
: EMITH]
:20 {ERARERR EMITE]

;é:

10/27/15 13:20 {BRFERA EMITH]
Cultural/Spiritual/Communication:

Clargy contactad. 10/27/15 13:20 {BARERA SMITH]
Bome Medications:

Rona

DISCHARGE PLANNER

Anticipated Needs At Discharge:

HNUrse's SiQnaiure:,

PATTENT: BOLTZ CAROLYN HUMBER: 3571E7 AGE: 40 SEX:
e
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Initial Interview - Page 3

: . ; BOLTZ CAROLYN AGE: 40 SEX: F
Evident Community Hospital
WILLIAMS KERRI B ROOM: 030-2
INITIAL INTERVIEW ALLERGIES: Codeize pentcitiin MIRE: 123321
Printed: 10/27M15 13:46 Page 3 of 4
Anticipated Needs At Discharge:
NONE AT THIE TIME n EMITH]
Patient Goals For Hospitalization:
IncTease mobility. A EMITH]
Anticipated Problems At Discharge:
Nona, SUPPORTIVE 5/0 R EMITE]
Emotional Concerns Expressed By Patlent:
Nomna . n EMITH]
Concerns Expressed by Careglver:
Noma . 10/27/15 13:29 {BARERA SMITH]
NUrse’s SIgNazure:
PATIENT: BOLTZ CAROLYN NOMBER: 357257 AGE: 40 SEX: F ROOM: 030-2 FAGE: 3
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Initial Interview - Pg. 4

lEvident Community Hospital Bl Bl AGE: 40 SEX: F
WILLIAMS KERRI B ROOM: 030-2
INITIAL INTERVI Ew ALLESGTRS: Codaime pentcitiin MIRE: 123321
Printed: 10/27/15 13:46 Page 4 of 4
| IMMUNIZATIONS
Tdap Given 10/27/2015 11:00
HNurse's signazure:
PATIENT: BOLTEZ CAROLYN NUMBER: 357257  AGE: 40 SEX: F ROOM: 030-2  PAGE: 4
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Initial Interview with "Copy Previous Pertinent History" Message

Evident Community Hospital THOMPSON DALE AGE. 86 SEX- M
BAXTER JAMES NBA ROOM: ICU-1

INITIAL INTERVIEW P — MIR¥: 000301
Printed: 10/27M15 14:23 Page 1 of 2

Patiant Nama TEOMPEON DALE IN AN EMERGCENCY

Eirth date 077131049 (13 Haza ERTTY BARNES

Bax - Eslation ECON

Marital Status 1 Addrass 1115 LINCOLN STREET
Decupation Thana

Raligtan Aawitting Physician EAITVR JAMES NEX

Chief Cosplaint Saccod Physictas

PERTINENT HISTORY

Inpatient
J1T/1E

Arrival Date/Time:

Chief Complaint/Reason for Admit:
Shortnass of breath.

Drug/Food/Environmental Allergies:
f A =

Does Patient Smoke:
4 - Raver smokar
Admitted

Doctor”

Mode of Arrival/Accompanied by:

Spousa.

Person Giving Information:
Ep .

Previous Admission to Hospital:
Ko

Advanced Directives:

DNR band on.
Immunization Op to Date:
Up to data for aga.
Past/Current Substance Abuse:
PPO: .

Emoi 1y 0:

!(ec.lcat?:}n Disposition/Pharmacy Tsed:
N/A.

!(e-:';_lcat‘_:}ns Taken in the Last & Months:
/A

Vits/Herbs/Minerals/Over Counter Drugs:
N/R.

mn:r: n Informatiom:

L 4] traatmant ftoat.
islikes:

Some or all of the above perfinent history information was originally charted on 031715, Account number 357792 |
and copied to this account. | have reviewed the above information and find it to be both current and valid.

Nursa's signature:

:12 {BARERR EMITH]

:12 {BARERR EMITH]

{ENFERR EMITH]

{EREERR

:12 |BARERA EMITH]
:12 {EMFERRN EMITH]
:12 {EMFERRN EMITH]
|BARERA EMTTH]
:12 {EMFERRN EMITH]
:12 |{BARERA EMITH]
:12 |{BASERA EMITH]
:12 {EMFERRN EMITH]

:12 {BARERR EMITH]

I|PA'.L'IEHT: TEOMPSON DALE NUMBER: 357902

AGE: 66

SEX: M

ROOM: ICU-1 PAGE: 1
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Listed below is an explanation of each column.

e Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical record number, and any allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient's name, account number, age, sex, room number, and page number will
appear along the bottom edge of the page.

e Patient Information Box:

Patient's name Name (person to contact in an emergency)
Birth date and age Relation (of above person) Sex
Address Marital status Phone
Occupation Attending physician Religion
Consulting physician Chief Complaint

e Immunizations: Lists immunizations and the dates they were received
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Chapter 22 Initial Physical Assessment

The Initial Physical Assessment is a document that includes information regarding the patient’s
initial vital signs and assessment of body systems. It can be printed at anytime during the patient’s
stay, but should be primarily printed after completion on the system. If modifications are made, the
report should be printed again. The nursing staff can print the report, but the nurse assigned to the
patient primarily prints it or staff who make modifications to the report. Printing the Initial Physical
Assessment is mandatory, unless otherwise specified by hospital policy. The report is usually a
permanent part of the patient's chart.

NOTE: The system will print the Late Entry stamp to late entries made to the Initial Physical

Assessment. When user is prompted to reprint notes they must go to Printing Menu Page 2 and
reprint the Initial Physical Assessment.

22.1 How to Print

The Initial Physical Assessment may be viewed and printed from the Virtual Chart or sent directly to
a printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Initial Physical Assessment Report.
System prompts "Include stricken/amended data?"

4. This option will include any stricken or amended data in the report.

22.2 Description and Usage

The Initial Physical Assessment is a document that includes information regarding the patient’s
initial vital signs and assessment of body systems.
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Initial Physical Assessment - Page 1

Initial Physical Assessment — F'age 1

ANDERS NEIL AGE: 28
SEX: M
INITIAL PHYSICAL ASSESSMENT  |Linros oo o
ALLERGIES : Ho Kncwn Doa M/R#: BOT46562
Page 1 of 2
Initial Vital Signs
Tanp 100,22 TYMPANIC B84 LE &8 (40, RH)
Pulga: o BHRACHIAL 01730/04 15:4& (JID, AM|
Renp: 16 nafEofod 18 ee LT, mE|
B/ 1ZB/EE BITTIHC BiFFE G LS 46 {408, REH)
o2 L/M: 2.5 D2/04/04 00:45 |IID, BH|
Fiod; 50 0I/08/04 on ek (IIB, mN]
OZ BAT: 57 01750/ LS4 (400, R}
Mathod: Foom Rir Z1% 01/30/04 13:46 {JID, RN}
Warght: 228 lbs 01/30/04 18:43 (IID, BK}
103. 64 kg 103636 .4 gm
PULMONARY ASSESSMENT
of respirsticns:
0z /04/04 DE:31 |JID, RHI
tion {Adventiticus scunds & locmtion):
2/04/04 DE:31 |JID, RA| Right =ide, clsar, Laft =ide
4/04 pE:xl D, MR =, oocazicnal
4/04 DE:31 D, ®H| modsrats
4 1 e FHY 1la,
/04704 DE:31 |JID, RAL ngested, rt.nas
204704 DE131 D, RR) t.
MUSCULOSKELETAL ASSESSMENT
Fall Fracautions:
4704 0@ 32 1TID, RRI yes
Wallks uwnaided:
0q 032 | JI0, RHI BTy
Walks aidad hiy:
1 D o, MRl hold cn assiak.
Hand grasps:
1004 DE: 32 1D, FHI agual, strong.
Leg strengkh:
1004 DE: 32 D, FH1 right asided weakos
Senaaticons
4004 DE: 32 0, HH1 B =fe aumbness, Clogling or pain.
Sprain:
/D4/04 DE:3Z |JID, MH] right, ankls.
Arthritis:
oz/04/04 pE:iz |JID, MH] right, kones.
Inflammation of Joints:
1/04 pE:3Z |JID; MR right, knes, Tight; ankla.
Moves all extremities:
Flurse’s sigrsure: Winlicl it Byy=
EFATIENT: ANDERE WEIL MUMEER: 401247 AGE: 28 EEX: M ROCH: 501 EAGE:
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Initial Physical Assessment - Page 2

Initial Physical Assessment — Page 2

3 15224 I OCE, EH| il A

ANDERS NEIL AGE: 28
SEX: M

INITIAL PHYSICAL ASSESSMENT |7 VeKENZE LANGOWRTHYIL - moom. so1

ALLERGIES: No Known Dru W/R#: 897946562

Page 2 of 3

| GENITOURINARY ASSESSMENT |

Basic Assessment
12:24 {J DOE, BH|  Fa niss comml
¥ reg . Elacks

| REPRODUCTIVE ASSESSMENT |
Basic Assassmant
L5024 1.7 DOE. FHl  FPacient doss not eEpress sexual dysfunctlon And/or Lnsdequacy
| MUSCULOSKELETAL ASSESSMENT |

famicz Anmsasmsant

| NEUROLOGICAL ASSESSMENT |

Baslic RAssassmaent

Bnd sxit srmed

= irmuli. Dupi Az qaally rc
| INJURY RISK ASSESSMENT |
Safety Moasurses:
Braw J [E; REH| 2lde rallo up K4
Cars Hesds
Gido {J [E, BH| ComforT Addespsed, ADL AdGdr MEluldes Cffersd, Room & FAU1enT Olea
ey

1@ 12:30 I DO, RH| yea.

Call ball withan raach:

17 L@ 1%:30 {J DOE, RH| ez, Hed sxit armed
Arm bard is on patient's wrist and labaled preperly:

212503 1820 1T BOE. RH| v
Bigmificant sthar at badsida:

ATALE 3 1%:30 I OOE, RH| huzband.

| WOUND ASSESSMENT |

Basic RAssessmant

171 3 12:325 I OO, RH| Ha wourd prazsnt Zkin imtact.

| PAIN ASSESSMENT |

Fain Scala [{0-10)

VLRSI 1924 40 DOE, FH =
Fatiant complains of:

701 1%:24 {J DOE. BRI modeTate pal
RELTEVING FACTORS

15/03 15:24 I DGE; RN Fzlaxation technlgaes.

RESPONEE TO PAIN MANACEMENT

IPFLEM3 15224 I CGE, BEN| Faln contyollsd.
HALISEA

Nurss s sigrovhare: ‘Vabclated by
PATIENT: BOLTEZ CAROLYH HIMEER: 3E&35%9 ACE : 58 BEX: F ROCM: 117 PACE: 3
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Initial Physical Assessment - Page 3

Initial Physical Assessment — Page 3

INITIAL PHYSICAL ASSESSMENT

AMDERS NEIL
F McKEMZE LANGOWRTHY Il

ALLERGIES: Ho Enown Dzu

AGE: 28

SEX: M

RO 501
N/R#: DOT46562

Ot har_APFROPE

Safaty Maasucas

Page I of 3
HATSEA
L& 15824 {J DCE, BN B
PEYCHOSOCIAL ASSESSMENT
Bahawiar:

Lye

Slewp habits {newly created 7)
I -k hzafnighi .

Doess Patient nap?

/18503 12:21 {J DOE, AH|  na.

RBecent changes 1in sleap pattern:

Interastion with cthesrs

IATE

INTRAVENOUS ASSESSMENT

o7/i5/03 13:-2 J DOoE; BH n
1= 1= T T nH
L& 1 A E. HH
L& 1 'R E. HH

Hurse’s shgnatsne:

Basic Assaessmant

~ocmfart

Walicabed by:

PATIENT: RBOLTE CAROLYHN

NUMEER: 356359 ASR: 58 SEX: T ROOM;

117 PAGE;

3
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Listed below is an explanation of each column.

e Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical record number, and any drug allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient's name, account number, age, sex, room number and page number will
appear along the bottom edge of the page.

e Initial Vital Signs: Displays temperature (including site), pulse (including site), respiration, blood
pressure (including posture and extremity), weight, 02, O2 L/Min, FiO2, O2 Sat, and the date,
time, name and title of the person who charted the information.

e Assessment Categories: Each assessment will be preceded by the appropriate heading below:

» Metabolic/Integument =  Pulmonary = Cardiovascular
= Gastrointestinal = Genitourinary = Reproductive

» Musculoskeletal = Neurological * Injury Risk

» Pain = Psychosocial = Intravenous

= Wound

© 2025 TruBridge



93 POC Reports User Guide

Chapter 23 M.A.R.

The MAR - Temporary is a document that includes the patient's medication administration chart for
the current 24 hours, based on one of the following time periods determined by nursing
administration: 0700 — 0659, 1500 — 1459 or 2300 — 2259. It can be printed at anytime during the
patient’s stay by the nursing staff. Printing of the MAR is optional, unless otherwise specified by
hospital policy. The report is a temporary report and usually not a permanent part of the patient's
chart.

23.1 How to Print

The M.A.R. may be viewed and printed from the Virtual Chart or sent directly to a printer using the
Printing menu.

1. From the Patient Whiteboard, select a patient.
2. From the Virtual Chart select the appropriate tab.

3. Select MAR Temp.

23.2 Description and Usage

The MAR - Temporary is a document that includes the patient's medication administration chart for
the current 24 hours, based on one of the following time periods determined by nursing
administration: 0700 — 0659, 1500 — 1459 or 2300 — 2259. The medications are grouped by
categories (X1, Scheduled/Routine, IV orders and PRN) and display in the order in that they were
entered into the system. The 24 hours display in eight-hour time periods, with the medication
administration time(s) and the initials of the nurse who administered the medication appearing
below, if the medication was given. (The Medication Record that is printed from the Nursing
Department, Hospital Base menu-Print Reports-A or the Nursing Department, Patient Functions
Screen-Z, does not include the administration time(s) and the initials of the nurse who administered
the medication.)

Listed below is an explanation of each column.

e Demographics Box (upper right-hand corner): Displays patient's name, admitting physician,
age, sex, date of birth, room number, medical record number, and any drug and food allergies
documented through the TruBridge EHR system. In addition to the above mentioned box, a single
line containing the patient's name, account number, age, sex, room number, chief complaint and
page number will appear along the bottom edge of the page.

e One-Time Orders: All X1 medications that were ordered, scheduled, administered or
discontinued during the 24 hour period covered by the report will display as well as the start and
stop date, stop code and "Unverified" if the medication has not been verified.
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e One-Time Orders — Cont.: Displays medication description, dosage, frequency, instructions,
and scheduled time under the appropriate hour of the eight-hour block. The initials of the person
who administered the medication or "G" and the administration time will appear under the
appropriate hour of the eight-hour block. If a medication was administered using the second
witness option, the system will print the second employee's initials and time of medication
administration in a bold font underneath the first employee's initials and time of medication
administration.

e Scheduled / Routine Medications: Displays all routine medications that were ordered,
scheduled, administered or discontinued during the 24 hour period covered by the report. Will
also display the start date, stop date if applicable, stop code if applicable and "Unverified" if the
medication has not been verified, medication description, dosage, frequency, instructions,
components and flow rate on piggybacks, and the scheduled time appears under the appropriate
hour of the eight-hour block. The initials of the person who administered the medication or "G"
and the administration time will appear under the appropriate hour of the eight-hour block. If a
medication was administered using the second witness option, the system will print the second
employee's initials and time of medication administration in a bold font underneath the first
employee's initials and time of medication administration.

e IV Orders: Displays all continuous IVs that were ordered, scheduled, administered or
discontinued during the 24 hour period covered by the report. Will also display the start date, stop
date if applicable, stop code if applicable, and "Unverified" if the IV has not been verified,
medication description, flow rate, frequency, and components. The initials of the person who
administered the medication or "G" and the administration time will appear under the appropriate
hour of the eight-hour block. If a medication was administered using the second witness option,
the system will print the second employee's initials and time of medication administration in a
bold font underneath the first employee’s initials and time of medication administration. Alternating
IV orders will be flagged with "***ALTERNATING IV SET 1***" or "Alt. IV Set 1***"  with the
number being the order number from the patient's pharmacy profile.

e PRN Medications: Displays all PRN medications that were ordered, administered or
discontinued during the 24 hour period covered by the report. Will also display start date, stop
date if applicable, stop code if applicable, and "Unverified" if the medication has not been verified,
medication description, dosage, frequency, and instructions. The initials of the person who
administered the medication or "G" and the administration time will appear under the appropriate
hour of the eight-hour block. If a medication was administered using the second witness option,
the system will print the second employee's initials and time of medication administration in a
bold font underneath the first employee's initials and time of medication administration.

NOTE: Employees' initials must be set up in the Employee Master File of the Payroll application in
order for them to print as an indication that a medication was administered. If no initials are set up,
the system will print a "G" (Given) under the corresponding hour of the eight-hour block.
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Chapter 24 M.A.R.- Final

The MAR-Final is a document that includes the patient's complete medication administration chart
for the previous 24 hours, based on one of the following time periods determined by administration:
0700 — 0659, 1500 — 1459 or 2300 — 2259. It can be printed at anytime during the patient’s stay, but
should be printed automatically at a specific hour, once a day. can be printed at anytime during the
patient’s stay, but should be printed automatically at a specific hour, once a day. Printing the MAR-
Final is optional, unless otherwise specified by hospital policy. The report is usually a permanent
part of the patient's chart.

24.1 How to Print

The M.AAR. - Final may be viewed and printed from the Virtual Chart or sent directly to a printer
using the Printing menu.

1. From the Patient Whiteboard, select a patient.
2. From the Virtual Chart select the appropriate tab.

3. Select MAR Final.

24.2 Description and Usage

The MAR-Final is a document that includes the patient's complete medication administration chart
for the previous 24 hours, based on one of the following time periods determined by administration:
0700 — 0659, 1500 — 1459 or 2300 — 2259.

e The medications are grouped by categories (X1, Scheduled/Routine, IV orders, and PRN) and
display in the order in that they were entered into the system.

e The previous 24 hours display in eight-hour time periods, with the medication administration
time(s), the initials of the nurse who administered the medication, and the actual time the
medication was administered appearing below, if the medication was given. (The Medication
Record that is printed from the Nursing Department, Hospital Base menu-Print Reports-A or the
Nursing Department, Patient Functions Screen-Z, does not include the administration time(s) and
the initials of the nurse who administered the medication.)

e The Point of Care MAR takes the place of the Medication Record.
Listed below is an explanation of each column.

e Demographics Box (upper right-hand corner): Displays patient's name, admitting physician,
age, sex, date of birth, room number, medical record number, and any drug and food allergies
documented through the TruBridge EHR system. In addition to the above mentioned box, a single
line containing the patient's name, account number, age, sex, room number, chief complaint and
page number will appear along the bottom edge of the page.
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e One-Time Orders: Displays all X1 medications that were ordered, scheduled, administered or
discontinued during the 24-hour period covered by the report. Will also display start and stop
date, stop code and "Unverified" if the medication has not been verified, medication description,
dosage, frequency, instructions, and scheduled time under the appropriate hour of the 8- hour
block. The initials of the person who administered the medication or "G" and the administration
time will appear under the appropriate hour of the eight-hour block. If a medication was
administered using the second witness option, the system will print the second employee's
initials and time of medication administration in a bold font underneath the first employee's initials
and time of medication administration. If the medication has a future start date or time and is
administered before the start date and time, it will pull to the MAR with an “*” to the left of the
administration area.

e Scheduled / Routine Medications: Displays all routine medications that were ordered,
scheduled, administered or discontinued during the 24-hour period covered by the report. Will
also display start date, stop date if applicable, stop code if applicable and "Unverified" if the
medication has not been verified, medication description, dosage, frequency, instructions,
components and flow rate on piggybacks, and scheduled time under the appropriate hour of the
eight - hour block. The initials of the person who administered the medication or "G" and the
administration time will appear under the appropriate hour of the eight-hour block. If a medication
was administered using the second witness option, the system will print the second employee's
initials and time of medication administration in a bold font underneath the first employee's initials
and time of medication administration. If the medication has a future start date or time and is
administered before the start date and time, it will pull to the MAR with an “*” to the left of the
administration area.

e |V Orders: Displays all continuous IVs that were ordered, scheduled, administered or
discontinued during the 24-hour period covered by the report. Will also display start date, stop
date if applicable, stop code if applicable, and "Unverified" if the IV has not been verified,
medication description, flow rate, frequency, and components. The initials of the person who
administered the medication or "G" and the administration time will appear under the appropriate
hour of the eight-hour block. If a medication was administered using the second witness option,
the system will print the second employee's initials and time of medication administration in a
bold font underneath the first employee's initials and time of medication administration. If the
medication has a future start date or time and is administered before the start date and time, it
will pull to the MAR with an “*” to the left of the administration area. Alternating IV orders will be
flagged with "™**ALTERNATING IV SET 1***" or "Alt. IV Set 1***"  with the number being the order
number from the patient's pharmacy profile.

e PRN Medications: Displays all routine medications that were ordered, scheduled, administered
or discontinued during the 24 hour period covered by the report. Will also display order number,
start date, stop date if applicable, stop code if applicable and "Unverified" if the medication has
not been verified, medication description, dosage, PRN frequency, instructions, and the
components and flow rate on piggybacks. The time of the administration and the initials of the
person who administered the medication will appear under the appropriate column. If a
medication was administered using the second witness option, the system will print the second
employee's initials and time of medication administration in a bold font underneath the first
employee's initials and time of medication administration.

NOTE: If the medication has a future start date or time and is administered before the start date
and time, it will pull to the MAR with an “*” to the left of the administration area.
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NOTE: Employees' initials must be set up in the Employee Master File of the Payroll application in
order for them to print as an indication that a medication was administered. If no initials are set up,
the system will print a "G" (Given) under the corresponding hour of the eight-hour block.

© 2025 TruBridge



Medication Reconciliation Report 98

Chapter 25 Medication Reconciliation Report

The Medication Reconciliation Report can be used to track a patient's medications from admit to
discharge or transfer to another care giver or facility. Printing the Medication Reconciliation Report
is optional, unless otherwise specified by hospital policy. Depending on its usage, the report may or
may not be a permanent part of the patients chart. This is based by your hospital’s policy.

25.1 How to Print

The Medication Reconciliation Report may be viewed and printed from the Virtual Chart or sent
directly to a printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.
2. From the Virtual Chart select the appropriate tab.
3. Select Med-Reconciliation Report.
System prompts "Medication Reconciliation Report Options"
Reasons
Additional Medications
Physician's Discontinue Option
Physician's Discontinue option for Home Meds
If Reasons is selected:
A. Areason line will be added to the report under each medication.
If Additional Medications is selected:
A. Lines to write in additional medications will be added to the bottom of the report.
If Physician's Discontinue Option is selected:
A. Aphysician's discontinue box will be added to the report next to the existing continue option.
If Physician's Continue/Discontinue option for Home Meds is selected:

A. Continue/Discontinue options will be added for all home meds on the report.

4. Enter the report options desired and select OK.
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25.2 Description and Usage

There are two options when using this report. The two options are active meds and all meds. This
report can be used to track a patient's medications from admit to discharge or transfer to another
care giver or facility. If Electronic Medication Reconciliation is utilized, medications will generate on
this report based on documentation entered via the new Medication Reconciliation Application.

e Active Medications Section Includes
= Home Medications
= All Current Medications
= Options available are to Continue medications, Discontinue medications, or Add Additional
medications
» Tracks the patient's active medications until discharged or transfer to another caregiver or
facility

¢ All Medications Section Includes
» Home Medications
= All Medications
= Options available are to Continue medications, Discontinue medications, or Add Additional
meds
» Tracks the patient's medications upon admission until discharge or transfer to another
caregiver or facility

NOTE: If the "No Home Medications" option is selected via Medication Reconciliation, Home
Medications will display as None.
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Medication Reconciliation Report

Fvident Community Hospital JONES ROBERT

ATT PHY - WILLIANE KERRI B
COMPHY:

Medication Reconciliation Report Fage 1of 3

From beginning of stay
Printed: 10/28/15 at 11:58

ALLERGIES: No Fnown D

CHIEF COMPLAINT: 3HORTNESE OF BREATH
HT: 8 In WT: 176 B¢ 0 oz 737 kg TEIVE7 gm BIA 1.82 m2

Home Medications: (Based upon information gathered during Nursing Assessment)

g¥=dicatioo:
Lasix J0MC Oral Tablet
[Doge: Freq: Route:
20 MILLICEAME Daily ORAL
Last Dose: Source: Indications
Compliant: MNeed Educ: Physician: Confirmed:

SMITH EAREARA 1042815 11240

l:l CONT I:l DISOONTINDE

Medication:
Papoid I0ME Oral Tablat

DoBe: Freq: Route:

20 MILLIGEAME Evening ORAL

Last Doser Source: Indication:
Compliant: Need Educ: Physician: Confirmed:

SMITH EAREARA 10/28/15 11.41

[ Jeor [ orocomrums

All Medications:

Medication:
HYDROCODONE/APAR{ LORTAE JTAE 5/S00MZ
1 TRE PEMQEE {AS NEEDED} ORAL
a

Start: 10/28/1% 11.43 Btops 11/02/1% 11.:43
MBS
[ Jeor [ orocomrums

MAX OF & TABS PER 24 HRS

Eqasan:

Medication:
ASPIRIN 325 NG TAE

£50 MS PEN QEH ORAL
Btarts 10/2 1144
FOR HERDACHE OR TEMF »101 l:l I:I
CoRT DISCONTINDE
Eaasan:
Medication:
MORPEINE PCA{NATCE}INTS
1 ER PEE
Starts 1028715 11:4% Btops 1031715 11:45% &
PCA PROTOCOL:
Eguta = INTRAVENOUS
2 MC {2 ML}
1 mC (1 ML}

2 MC/ER {2 ML/ER]

Med continued on next page
Date: Time: Signature:
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Medication Reconciliation Report - Page 2

Evident Community Hospital

Medication Reconciliation Report Fage 2 of 3

From beginning of stay
Printed: 10/28/15 at 11:58

Med continued from previous page

DBLEY . e mvareansasnnsas 10 MIN
4 Hour Limit. .= 20 MG (20 ML)
Amount Purged......... @ 2.5 MG [2.5 ML)
Initial Syringe Amount: 30 MG

Eqason:

Medication:
Insulin REC {Eusulin B} 1000/MD

JONES ROBERT

CHIEF COMPLAINT: 3HORTNEEE OF BREATH
HT: @8 In WT:176 B¢ 0 oz TR37 kg TBITA.T om BIA 1.82 m2

I:l CONT l:l DISCONTINDE

Per Protocol RN EUBCUTANECTE OPTIONS
Btart: 103815 11:45
INZ2 PROTOCOL:Baxter BC Eliding Scale
Lo - Ei Ooits Botify MD Comments
o 100
101 200 1
201 0o 2
LSS 400 2
ani 500 5
501 355 T CALL MD
1 UNIT PER 15G OF CARES FPER MEAL I:l l:l
CONT DISCONTINDE
Ecasonr
Medication:
ANCEF 1 CM/DSN 50 ML Q&H
75 ml/hr CONTINTUOTE v
Btarts:s L0/28/15 11:47 Btop: 11/0T/15 11:47 &
50 ml DsW {5! DEXTROEE 1 cH CEFAICLIN {KEF
CONT l:l DISCONTINDE
Esason:
Hedication:
05 1/2 NS W/ECL 20 MBEQ MVI DAILY
125 ml/Br COoNT v
Ds 1/2 NS W/ECL 20 MBQ NVI DAILY
Start: 102815 11.48
1000 ML D5 1/IN8 0 MEQ ECL IV
10 ML MULTIVITAMINE IN
I:l CONT l:l DISCONTINTE
Ecasonr
Additional Medications:
Medication: Doga: Pred: Route:
Date: Time: Signature:
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Medication Reconciliation Report - Page 3

Fvident Community Hospital

Medication Reconciliation Report Fage 3 of 3
From beginning of stay
Printed: 10/28/15 at 11:58

Number- 357791
JONES ROBERT A;? =

ATT PHY -WILLIAME MERRI B Sax- M
CONPHT: Room: ICU-3
ALLERGIEE: No Kmnown D

CHIEF COMPLAINT: 3HORTNELE OF BREATH
HT- 88 In WT:176 Bt 0 oz TRI7 kg TEITET gm BIA 182 m3

Date:

Time:

Signature:

© 2025 TruBridge



103 POC Reports User Guide

Listed below is an explanation of each column.

e Patient Information: Displays patient's name, room number, age, sex, admitting physician,
consulting physician, chief complaint, and any drug allergies documented through the TruBridge
EHR system.

e Medication Information: Displays medication description, dosage, frequency, route,
instructions, start/stop information including the stop codes, flow rate and components on IV
piggybacks, PCA medications and protocol, the diabetic record medication and sliding scale. It
also includes the option to continue or discontinue the medication as well as the option to add
additional medication.

e Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical records number, and any drug allergies documented
through the TruBridge EHR system. A single line containing the patient's name, account number,
age, sex, room number, and page number will appear along the bottom edge of the page.

NOTE: “Med continued on the next page” will print at the bottom of the page if information continues
to the next page. “Med is continued from previous page” will print at the top of the subsequent page.
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Chapter 26 Medication Record

The Medication Record is a document that includes all ordered medications for an individual
patient. It can be printed at anytime during the patient's stay by the nursing staff. Printing the
Medication Record is optional, unless otherwise specified by hospital policy. The report is usually
not a permanent part of the patient's chart and can be discarded after use.

26.1 How to Print

The Medication Record may be viewed and printed from the Virtual Chart or sent directly to a printer
using the Printing menu.

1.

2.

From the Patient Whiteboard, select a patient.

From the Virtual Chart select the appropriate tab.

Select Medication Record.

System prompts, "Select Medication Record print dates."
Enter the dates that the reports is needed.

Select Print.

System prompts "Do you want to include Administration Record?"

Selecting this option will include the administration record to the Medication Record.

26.2 Description and Usage

The Medication Record is a document that includes all ordered medications for an individual
patient.
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Medication Record

BOLTZ CAROLYN ANN

ATT PHY - WILLIAME KERRI B
COM PHY: BAXTER JAMED

Evident Community Hospital

Medication Record Fage 101 1

From beginning of stay
Printed: 11/23/15 at 08:12

ALLERGIEE: Mo Fnaown Dng

CHIEF COMPLAINT: 3HORTNELE OF BREATH

Number: 357889
;B2 Sex:
DOB: D6MTHM352
Room: 018-1
M/RE: 000237

FOROSEMIDE {LASIX} 20 Mo DAILY
Start: 11/13/15 14:38
[T=te/Tims Toaa/uait 5] ToEment/Reasca Teaction |
T 1 T m = oo,
r m o
r o
r e
r e
r e
r e
r e
r e
r m o
ACETAMINOPEEN {TYLENOL} 315 MC TAELET 650 MO PENQ4E {RS NEEDED] ORAL
GIVE TWO 325 MG TAES Start: 11/13/15 14:40

W = GasoE Setion
T o = oo, I
r w oA
LASIX 40MZ TB 40 Me X1 ORAL
11/13/15
11/13/15
DHT.EE!’.IE Fursa Dbl'ﬁ!'ﬂﬂl.t Bita Dmn.nt.l_'!num Razctiom
111341k 1k W R K T =
FOROSEMIDE {LASIX} 20 Mo X OEAL
11/13/15 15
11/13/15 07:15
[Tata/Timc _ Bursa Toaa uait Hita (xR ) Waaction |
g N ¢ m = oo,
Insmlin REC {Bumulin R} I1000/MC PER PROTOCOL PRy SUBCUTANEOUS OPTIONS
Start: 11/23/15 1
[ta/TiEe Fure TEws/ustE TSERGat/ Reasce Feactioa
E: 14 ] TS
ROCHPEIN IVPE 58 mi/hr DAILY
Start: 11/14/15 ©5:00
[Date/Time bursa Dosajunit Sita Commant /Reasoa Hoaction
1 T ™
r ™
r ™
r s
14 Ha
r ™
r ™
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Listed below is an explanation of each column.

e Patient Information: Displays patient's name, room number, age, sex, admitting physician, chief
complaint, and any drug allergies documented through the TruBridge EHR system.

e Medication Information: Displays medication description, dosage, frequency, route,
instructions, flow rate and components on IV piggybacks and will also include check boxes to
either continue or discontinue the medication.

e Omission Information: Displays date, time, and reason medication was omitted.

e Administration Record: Displays date/time, nurse, dose/unit, site, and comments/reason.

NOTE: If a medication was administered using the second witness option, the system will print the

second employee's initials and time of medication administration in a bold font underneath the first
employee's initials and time of medication administration.
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Chapter 27 Multidisciplinary Reports

27.1 Overview

The Multidisciplinary application allows the capability of printing reports that contain only
documentation specific to a particular discipline. Access to chart as a discipline other than
Nursing is determined by Employee Security. Four reports are currently available: Patient
Progress Notes, Activities, Initial Interview and Initial Physical Assessment.

27.2 Patient Progress Notes

The Multidisciplinary Patient Progress Notes is a document that includes information from most
POC applications charted during a given time frame. It can be printed at anytime during the
patient’s stay, but should be printed at the end of each shift and at patient discharge. The
Multidisciplinary staff can print the report; however, the nurse assigned to the patient can also print
the Patient Progress Notes with multidisciplinary documentation included. Printing the
Multidisciplinary Patient Progress Notes is mandatory, unless otherwise specified by hospital
policy. The report is usually a permanent part of the patient's chart.
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Description and Usage

The Multidisciplinary Patient Progress Notes is a document that includes information from most
POC applications charted during a given time frame. The Initial Interview and Initial Physical
Assessment are not included in the Multidisciplinary Patient Progress Notes. Documentation from
the nursing staff will print to the report if selected.

Patient Progress Notes

Multidisciplinary Patient Progress Notes

WALSH KIERAN AGE: 49
SHAPI RO VICKI SEX: M
PATIENT PROGRESS NOTES - RESPIRATORY Atispcizs: Faicillie ROOM: TS002

M/R#: 012345
FROM: 051401 06:58  TO: 014011500 Page 1 of 1

WLTAL SIGHE & INTAFKE/OUTPFUT

a7:83 w8 1. DoE, AT} o2 HETHSD a2 Cannuls
02 L/H 2.0
o Sat 27 0%

14:0€ W8 {J. OOE, AT} o2 HMETHOD 92 Canmuls
o LM 2.0
o2 Sat | %

PHYSICAL ASSESSMENT & NURSING ACTIVITIES

fITsRI ME® [T. TNE, AT] Fulmonary Traatmants

P!ge.j al 1 Tough: turn acd desp bresathiog szercises cospletsd. Incsntive Cpirometer
#Egrcisss conmpletsd. Pt talssatsd _2000_ml. Ft sscslved rsaplratasy
Ersatnent az ordsced. PE toclersted accolvity well.

Qe:31 BfA [T. DOE; RT) FULHMOHARY ASEESSHENT -
Quality of Respirations! Begular, Onlabozad
Right Uppar Lobam: Clear
Laft Uppar Lobam: Elear.
Right Lowar Lobas; Clear
Laft Lowsr Lobam: claar.
[=L Henproductive, Hacking
Rizway : ratant
CEygen nazal carmula.
Flow Rata: 2 Litwrz.
Fulea Oximatar: _3%____ % patwurataen
14:06 WAC [J. DOE, AT} Fulmenary Traakbments

Cowrgh, tuzn ard desp brsathiog sssrcizss complstsd. Fi rscelwed
raspiratery trsatment az ordsred. Pules cxinstss Ln uss. Alsrasz zst and
functioning. 92 Saturaticn _98__%. Ft tolsratsd sctlvity well

14:32 EBYA [J. DOE. RT] FULHMOHARY ASEESSHENT -
guality of Raspirations; Eegular, Onlakbszed
Right Uppar Lobas: Clsar
Laft Uppar Lobam: Elear.
Right Lowar Lobas; Clear
Laft Lowsr Lobam: claar.
FATTENT: WALSH EIERAN HUMBER: 100556 Rl : 45 BEX: M ROOM: TS002 PFRIE: 1
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Listed below is an explanation of each column.

e Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, and any drug allergies documented through the TruBridge
EHR system. In addition to the above mentioned box, a single line containing the patient's name,
account number, age, sex, room number, and page number will appear along the bottom edge
of the page.

e Entries: Each entry will fall under the appropriate application heading. The heading will be
highlighted with bold text and preceded by the following:
» Time the entry was charted
* The name and title of the individual who entered the information
= Two to three character code indicating the application in which the entry was charted

e Application codes and descriptions: Displays the following:

(P/A)-Physical Assessment (NSS)-Shift Summary (PCA)-PCA Medications
(MED)-Pharmacy (EDU)-Education (VS)-Vital Signs
(NO)-Nursing Order (BSU)-Diabetic Record (ORD)-Ancillary Orders
(F/S)-Floor Stock (NAC)-Nursing Activities (PL)-Problem List

e Signature Line: An optional signature line is provided at the bottom of this report. A switch
located in the POC control record controls whether or not the signature line displays on the
Multidisciplinary Patient Progress Notes.

e Progress Note Format: There are a choice of three formats set up in the chart cart control
record. Format A will display vertically with entries in chronological order. Format B will display
vertically grouped information based on what user has set up in the control record, in
chronological order. Format C will display horizontally with entries in chronological order or in
groups

27.3 Activities

The Activities report is a document that includes completed activities for the patient. The report can
be printed to reflect all activities charted with in a specific shift, multiple shifts or from the beginning
of stay. It can be printed at anytime during the patient's stay by the nursing staff. Printing the
Activities report is optional, unless otherwise specified by hospital policy. The report is usually not a
permanent part of the patient's chart.

Description and Usage

The Activities report is a document that includes completed activities for the patient. The report can
be printed to reflect all activities charted with in a specific shift, multiple shifts or from the beginning
of stay.
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Activities

Multidisciplinary Activities Report

WALSH KIERAN

SHAPIRD VICKI
ALLEFGIER. Hagrrim

ACTIVITIES

Fram bﬁinnln of stay TO: 052100 16:45 Page1 of 1

RATORY THERAPY

| o3/20/00 |

HESE IRATORY THERART
Cough turn and desp br tth

05 {Jn, BT

T4 ¥owell

FESFIRATORY THERAFY

12:01 {Jn, RT)
Sough, torn dnd deep Dresthing exercises copleted, Bt refur
0z NS at Limin.
16:35 {J0, RTE EESPIRATORY THERAPY
turn and desg breathing sxsrclises conpleted. Hazoph
5] Completed to clear alrway, Pt tolerated tx well
7 __Limir
| o03/21/00 |
i1l {JD, BTk PRSP IBATORY THERADY
#n hreathing axarcl noar
. Ft tplepated _Z000 AL e
< lacatead tx wall.
12:14 {JD, RT} BESPFIRATCRY THERAPY
Iocantive Spircmeter sxercises conpleted. Ft tpolecatae
t 1 by RT Pt tolerated tx well.
16:10 {JD, RTH BEESFIRATORY THERAPY

AGE: 45
SEX: M
ROOM: TS002

Fenioillin

M/R#: 012345

Y L
oz (e at

Cough, urn Aand desp breathing sxsrcisss conpleted. Incentive Spiromste:
¥ o SO (T i 00 0T Treatment alven by RT Bt
tolarated tx wall. A
PATIENT: WALESH ETERAN HIMEER: 1003B5 ACE: 45 SEM: M ROGM: Ta00Z PRSE: 1
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Listed below is an explanation of each column.

e Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, and any drug allergies documented through the TruBridge
EHR system. In addition to the above mentioned box, a single line containing the patient's name,
account number, age, sex, room number, and page number will appear along the bottom edge of
the page.

27.4 Initial Interview

The Initial Interview is a document that includes information regarding the patient's demographics,
pertinent history, and discharge planning. It can be printed at anytime during the patient’s stay, but
should be primarily printed after completion on the system. If modifications are made, the report
should be printed again. The nursing staff can print the report, but the nurse assigned to the patient
primarily prints it or staff who make modifications to the report. Printing the Initial Interview is
mandatory, unless otherwise specified by hospital policy. The report is usually a permanent part of
the patient's chart.

Description and Usage

The Initial Interview is a document that includes information regarding the patient's demographics,
pertinent history, and discharge planning.
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Initial Interview

Initial Interview — Multidisciplinary — Page 1

INITIAL INTERVIEW

WALSH KIERAN
SHAPIRD VICKI

ALLERGTES: Baotrim

AGE: 49
SEX: M

panioilisn ROOM: TS002

“PHYSICAL THERAPY

Fatisnt Hams WALSH KIERAM IF AN EHERGERTY

Birth dsts o6/03/1950 as Hama HARY WALSH

s - Ralation SFOUEE

Marital Statum M Addzaaw 1300 LIKCOLH AVE.

Oocupsticn MACHIKIST Frona 12543629074

Pl g an ARPTIET AnTarbinag FPhysioian EEAPIRG VICKT

Bctnde . Ddag. SRIF LT KIES Comrnlting Fhysician
DIAGHOSIE :

SRIF Laft Hoss 03/21/00 09:25 |[DOR JOEHH, BT]
PRECAUTIONS:

RLak of fal 0k i LERIEED 1
EFREVINIE HISTORY:

OWk, DLADRC&=A ne i 6 |DOE 1
S3CTAL FUNCTION HISTORY:

Married, spouse to provides ssslstanoe [k 3 3126 IDOE JOHK, BT1
Humhar of staps at homa

e ax 30 09:29 IDOE JOHH,ET1
EQUIFHENT USED PRICE TO HOEPITALIZATION:

Blngle cane 0F/2L/00 0226 [DOE JOEH, BT)
HERTAL ZTATUE:

Bleryt and oriented & 3 [ i 09426 IDOE JOHH, BT
SEIN/EOFT TISSUE:

Trsrimlon woLight desinsge, Ir o o ped, Hultlple @consmosla n Al i |BaE 1
TPPER EXTREMITY ROM:

Botive and pasalve WL 0321000 09426 [DOE JOEH, BT
LOWER EXTREMITY ROM:

LLE, ¥o ackive FOM; PRCH is WEI (LT 30 02:25 IDOE JOHH, BT
OFFER EXTREMITY ETRENGTH:

Within nermsl limlits bilateeally, 0321000 0 |BOE JOHH, BT
LOWER EXTREMITY STRENGTH:

Hoees Limited as followsi, [ T 6 IDOE 1
SITTING BALANCE:

[ 1 09426 IDOE JOHH, BT
STANDING BALANCE:

Falx 0321000 09926 [BOE JOEHH, BT
BED MCBILITY:

Irsdapandant . LES |LOE JOHE, FT1
TRANSFERS

Tedependent GRS31000 05038 |DOE JOHH, BT
S8ITTIHNG TO SUPIHE:

I redegendent [ i 09426 IDOE JOHH, BT
SUPFINE TO ZIT:

Tt dent [ T 6 IBOE JOHH, BT

Hurse's signature;
PATIENT: WAL3H EIERAN HUMEER: 100383 ACE: 459 BEX: M ROOM: TSO0DZ PACE: 1

© 2025 TruBridge



113 POC Reports User Guide

Multidisciplinary Initial Interview — Page 2

WALSH KIERAN AGE: 49
SHAPIRD VICKI SEX: M
|NITIAL |NTERVIEW ALLERSTES, Basteim Fasloillin mmm
AS QF 0372400 09 Page 2 of 2
F.DI.LING
/2 2 038 (D2 2N, PTI
GAIT
Hioims 0 =T T DeE W, FTIH
GAIT
Fo 1l LT 0 =T T DeE W, FTIH
GARIT
Z07 =50 0 =T T DeE W, FTI
GAIT DEVIATION:
Yary mlow paca. nas (s s 1 ] ¥ N, T}
ENDURANCE :
faic plom. 0y (e s s 1 1) M0 W, T}
ALSESSMENT ;
Grod motivabion and mooperation, Good progoeszs anticipated, Gocd family i 1 W, T
xuppock . o T JOHN, FT}
PLAN :
Transfer training, Balance training, Progressive gait trainiog. n ral 1 204N, BT
it Lo JOHH, PTH
EU'FE.WIBED BY:
&= BT [ Ed KA JOHN,
MNuwme's migpomiune:;
FATIENT: WALSH EISRAN HIMEER: 1003E3 RAGE: 4% BEX: M ROCM: TESD0Z PACE: 2
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Listed below is an explanation of each column.

e Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, and any drug allergies documented through the TruBridge
EHR system. In addition to the above mentioned box, a single line containing the patient's name,
account number, age, sex, room number and page number will appear along the bottom edge of
the page.

e Patient Information Box: Displays the following:

Patient's name Name (person to contact in an emergency)
Birth date and age Relation(of above person) Sex
Address Marital status Phone
Occupation Attending physician Religion
Consulting physician Chief Complaint

27.5 |Initial Physical Assessment

The Initial Physical Assessment is a document that includes information regarding the patient’s
initial vital signs and assessment of body systems. It can be printed at anytime during the patient’s
stay, but should be primarily printed after completion on the system. If modifications are made, the
report should be printed again. The nursing staff or other disciplines can print the report, but the
nurse assigned to the patient primarily prints it or staff who make modifications to the report.
Printing the Initial Physical Assessment is mandatory, unless otherwise specified by hospital policy.
The report is usually a permanent part of the patient's chart.

Description and Usage

The Initial Physical Assessment is a document that includes information regarding the patient’s
initial vital signs and assessment of body systems.
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Initial Physical Assessment

Initial Physical Assessment - Multidisciplinary

WALSH KIERAN AGE: 15
SEX: F

INITIAL PHYSICAL ASSESSMENT ALLERGIES: Mo Mamm ALl ROOM: 012-1
PHYSICAL THERAPY M/R#: 012345

Page 1 of 1
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Listed below is an explanation of each column.

e Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, and any drug allergies documented through the TruBridge
EHR system. In addition to the above mentioned box, a single line containing the patient's name,
account number, age, sex, room number and page number will appear along the bottom edge of
the page.

e Initial Vital Signs: Will display the following:

Temperature (including site)

Pulse (including site)

Respiration

Blood Pressure (including posture and extremity)

Weight

The date, time, name and title of the person who charted the information.

e Assessment Categories: To be determined by Hospital or Multidiscipline Department.
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Chapter 28 Nursing Order Report

The Nursing Orders report is a document that includes the patient’s verified nursing orders and the
current status of each order. It can be printed at anytime during the patient’s stay, but it is primarily
printed for the nursing assistants as a worksheet. Printing the Nursing Orders report is optional,
unless otherwise specified by hospital policy. The report is commonly not a permanent part of the
patient's chart and can be discarded after use.

28.1 How to Print

The Nursing Order Report may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.
2. From the Virtual Chart select the appropriate tab.
3. Select Nursing Order Report.

. Select a patient by choosing "This Department”, "My Patients", or "Current Patients."

SN

ol

. Click patient name and then "Add Selected" to add patient to Patient Selection List

6. Select Process.

28.2 Description and Usage

The Nursing Orders report is a document that includes the patient’s verified nursing orders and the
current status of each order. It can be used as a worksheet by nursing aides to organize shift
duties. It can be used by physicians to continue or discontinue orders on a transferring patient.
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Nursing Orders Report

E"H’id&ﬂt CDI‘I"IITILIH“}’ Hcspital ABRAMS GREGG AGE: 88 SEX: M
WILLIAMS KERRI BUTTS ROOM: 010-2
NURSING ORDERS et pesetiiin TairyetsaMIRE: 73473
Printed: 121817 at 11:32 Page 1 of 1
Cold pack to lower back
Apply cold pack TID
Have PT to agsess daily
Verified 12/18/17 1130 (WILLIAME K)
| Ailr Mattress |
Verifisd 12/18/17 11311 (WILLIRME K)
| Bed alarm |
Verifisd 12/18/17 11311 (WILLIRME K)
|Call light in reach, bed in low position |
Verifisd 12/18/17 11312 (WILLIRME K)
TPATIENT: ADRAME GREGE FUMEER: 158211 AGE: o0 SEX: M ROOM: 0i0-2 PAGE: 1

Nursing Orders
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Listed below is an explanation of each column.

e Demographics Box (located upper right-hand corner): Patient's name, admitting physician,
age, sex, room number, medical records number, and any drug allergies documented through
the TruBridge EHR system. In addition to the above mentioned box, a single line containing the
patient's name, account number, age, sex, room number and page number will appear along the
bottom edge of the page.

e Nursing Order Box: Shaded in gray, each box displays one nursing order of up to three lines
with a total of 225 characters.

e Nursing Order Comment: Displays any comment that was added, the last time the order was
addressed.

e Additional Notes: Unverified nursing orders will NOT be included in this report. Nursing orders
discontinued within eight hours of the printing of this report, will be included
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Chapter 29 02 Saturation Bar Graph

The O2 Sat Bar Graph is a document that displays the O2LM, FiO2, and O2SAT, which is graphed
and includes the method. It can be printed at anytime during the patient’s stay by the nursing staff,
but the nurse assigned to the patient primarily prints it. Printing the O2 Sat Bar Graph is optional,
unless otherwise specified by hospital policy. The report is usually not a permanent part of the
patient's chart.

29.1 Description and Usage

The Problem Activity report is a document that includes the patient’s identified problems and goals
and all activity charted on each. It displays the path of progression toward resolution from the
beginning of stay.
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Problem Activity Report

Problem Activity Report

PROBLEM ACTIVITY
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Unisex Body Report

Unisex Body Report

J5Ee359 BOLTE CAROLYN
Wound Location:

AITE &

SITE W: 1

STAGE I

STAGE IT

ATAME IEE :

STAGE IV
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Listed below is an explanation of each column.

Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical record number, and any drug allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient's name, account number, age, sex, room number and page number will
appear along the bottom edge of the page.

Problem List Box: Shaded in gray, each box contains one problem order of up to seventy-five
characters

Problem Activity: Just below the problem box will be list of goals with date, time, and persons
name of who entered goals. Following the goals will be the action taken related to the problem
contained in a box. All goals and goal activity will follow the last action to the problem box in
chronological order. All entries will be preceded by the date, time, and name of person who
entered the information. The last action taken will appear in bold with comments listed below.

Problem List Status: The status indicates the last action taken on the problem and will appear
directly above the comment. The date and time will indicate the last time the problem was
charted on and will display the name and title of the person who charted on the problem or goals.

Additional Notes: Displays problems that have been resolved will display on this report.

Unisex Body Report: An optional Unisex Body report can print along with the Problem Activity
Report. This report will only print if a physical assessment question has been answered that
allowed documentation of a wound, pain, or decubitus location on the unisex body. The report will
list the marked sites (A-H) along with the site description(s). Also predefined Stage Descriptions
will print at the bottom of the report. A switch located on the physical assessment questions
controls whether or not the unisex body will display when the question is accessed. This is not a
cumulative report.

NOTE: Nursing Orders will display a total of three lines of characters with 75 characters on each
line for a total of 225 characters.

29.2 How to Print

The O2 Saturation Bar Graph may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1.

2.

From the Patient Whiteboard, select a patient.

From the Virtual Chart select the appropriate tab.

Select O2 Sat Bar Graph Report.

Select a patient by choosing "This Department"”, "My Patients", or "Current Patients."
Click patient name and then "Add Selected" to add patient to Patient Selection List

Select Process.
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System prompts "Select Time Range for the O2 Saturation Bar Graph Report”
7. Select the time range that the report is needed.

8. Select Print.

29.3 Description and Usage

The O2 Sat Bar Graph is a document that displays the O2LM, FiO2, and O2SAT, which is graphed
and includes the method.
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02 Saturation Bar Graph

02 Sat Bar Graph Report

WALSH KIERAN
SHAPIRD VICKI

ALLERGTIES: Fanicillim Dimxim

02 Saturation Bar Graph

From beginning of stey  TO: 04/08/00 14:48 Page 1 of 1

ROOM: B00-B
MR 012345

w0 a0 100 |

| 0FIM Fi0Z ©029AT | 10 0 30 40 50 60 70
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GH/DASB0 13 FA CAMI RN 19 sa:  Room Rizx 21%

[

EPATIENT: WALSH HIERARN HUMBER: 6851659 AGE: 4% SEX: M ROOM: 500-B EAGE :

Listed below is an explanation of each column.

e Demographics box (located upper right-hand corner): Displays patient's name, account
number, admitting physician, age, sex, room number, medical record number, and any drug
allergies documented through the TruBridge EHR system.

e O2Information: O2 L/M, FiO2, and O2 Sat values display numerically. O2 Sat values display
as a bar graph. O2 Sat values display on the bar graph along with the method.
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Chapter 30 Pain Assessment Flowsheet

The Pain Assessment Flowsheet is a document that includes specific patient information charted
from the beginning of the patient’s hospital stay to the minute it is printed on the system. It can be
printed at anytime during the patient’s stay by the nursing staff. Printing the Pain Assessment
Flowsheet is optional, unless otherwise specified by hospital policy. The report is usually not a
permanent part of the patient’s chart and can be discarded after use.

30.1 How to Print

The Pain Assessment Flowsheet may be viewed and printed from the Virtual Chart or sent directly
to a printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.
2. From the Virtual Chart select the appropriate tab.

3. Select Pain Flow Sheet.

SN

. Select a patient by choosing "This Department”, "My Patients", or "Current Patients."

ol

. Click patient name and then "Add Selected" to add patient to Patient Selection List
6. Select Process.

Q. WHAT ARE THE SETUP OPTIONS FOR PRINTING?

A. The Pain Assessment Flowsheet can be set up to print:

e as part of end-of-shift reports

e as part of discharge reports and designated for multiple copies

e to automatically print at a specific hour to a specific printer.

The code for this report is “PAF,” which is set up in the Point of Care Department Table through
Nursing Administration, Hospital Base menu-Master Selection-B-1-N.

30.2 Description and Usage

The Pain Assessment Flowsheet is a document that includes specific patient information charted
from the beginning of the patient's hospital stay to the minute it is printed on the system. This
flowsheet provides both nurses and physicians details of the patient's pain status and any
associated documentation.
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Pain Assessment Flowsheet

Pain Assessment Flowsheet

BOLTZ CAROLYMN AGE: 5T
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PATIENT: EOLTEZ CARCLYHM WUMBER: 500012  RGE: 57 BEX: F ROOM: 100-E  PAGE: 1
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Listed below is an explanation of each column.

e Demographics Box (located upper right-hand corner): Displays patient's name, patient
account number, admitting physician, age, sex, room number, medical record number, and any
drug allergies documented through the TruBridge EHR system.

e Entries: Displays a pain scale value from 0-10 that was charted via the Pain Scale, any
documented vital sign, physical assessment, activity or medication flag to print to the Pain
Assessment Flowsheet, preceded by the following:
= Date and time the entry was charted
» The name and title of the individual who entered the information
= Two to 3-character code indicating the application in which the entry was charted

© 2025 TruBridge



129 POC Reports User Guide

Chapter 31 Patient Account Detail Report - Floor Stock Report

The Floor Stock Report has been changed so that when the Floor Stock Report is selected from
the Virtual Chart, the Charging Review Screen is launched. From the Charging Review Screen,

user can select Account Detail to see a list of charges on the account. This report may be
viewed/printed in PDF format.

Please see the Charging User Guide for more information.
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Chapter 32 Patient Census

The Patient Census is a document that includes specific patient information charted within the
previous eight or twelve hours from the minute it is printed on the system. It can be printed at
anytime during the patient’s stay, but it is primarily printed at end of shift for nursing supervisors.
Printing the Patient Census is optional, unless otherwise specified by hospital policy. The report is
usually not a permanent part of the patient's chart and can be discarded after use.

32.1 How to Print

The Patient Census may be viewed and printed from the Virtual Chart or sent directly to a printer
using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Patient Census.

System prompts, "Print Report By:"

Patient
Physician
If Patient is selected:
A. Select a patient by choosing "This Department”, "My Patients", or "Current Patients."
B. Click patient name and then "Add Selected" to add patient to Patient Selection List

If Physician is selected:

A. Select a Physician by typing in a physician's name or checking "All Physicians" and
choosing a physician.

B. Click the Physician name and then "Add Selected" to add physician to Physician
Selection List

C. The Patient Census can be processed for "Your Dept Only" or "All Depts" by selecting
the appropriate radio button.

4. Select Process.
System prompts "Enter Number of Copies to Print"
5. Enter the number of reports to print.

6. Select OK.
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Q. WHAT ARE THE SETUP OPTIONS FOR PRINTING?
A. The Patient Census can be set up to print:

¢ as part of end-of-shift reports
e to automatically print at a specific hour to a specific printer

The code for this report is “PC,” that is set up in the Point of Care Department Table through
Nursing Administration, Hospital Base Menu-Master Selection-B-1-N. The report can be
customized per nursing department from the Nursing Department, Hospital Base menu-Print
Reports-P-chart type-8 and W.) (The Patient Census is more detailed on each patient than the
Regular or Mini Nursing Station Census that is printed from the Nursing Department, Hospital Base
menu-Print Reports -2 or 3.)

32.2 Description and Usage

The Patient Census is a document that includes specific patient information charted within the
previous eight or twelve hours from the minute it is printed on the system. This report provides the
nursing staff with details of the patient’'s condition and plan of care. It is a primary tool used by the
nursing supervisor at shift change.
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Patient Census

Dept 003 - NS Medical-Surgical Patient Census 11/23/15
Frinted: at 08:40 Page 1 of 1

BOLTT CAROLYN ANN Chimf Complag=t: SHOSTENSS OF BREATE Attend Phy: WILLIAMS K Roam: 018-1 Agm: 63 Sax: § Wesking 1= Wasking I:
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iz or Latimo
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Listed below is an explanation of each column.

e Demographics: Displays the following:

Chief Complaint = Attending Physician = Room
Age = Sex = Working Diagnosis 1
Height

Working Diagnosis 2 Length of Stay

Weight » Food Allergies = Condition Code
Diet = Special Instructions = Restraints
Drug Allergies = Admit Date = DNR

Advance Directive » Pregnant = Breast Feeding
Isolation = Violent Patient = MRSA

VRE » Fall Risk = Language
Ethnicity = Immunization

Vital Signs: Displays most recent temperature, pulse, respirations, and blood pressure
display numerically.

0O2: Displays most recent O2 L/M and O2 Sat values display numerically.

Intake: The user determines if the intake will display in total or detail. If detail and total is
chosen, then 3 out of 11 options can be selected to display on the report. If intake other than
what was selected for the detail options is charted on the patient, it will display as “other.” If
total is selected in the setup, the total displays on the report. If detail is selected in the setup,
the detail and total display on the report. Pediatric and Nursery chart types will include a breast
feeding section if recorded.

Output: The user determines if the output will display in total or detail. If detail and total is
chosen, then 3 of 14 options can be selected to display on the report. If output other than what
was selected for the detail options is charted on the patient, it will display as “other.” If total is
selected in the setup, the total displays on the report. If detall is selected in the setup, the detall
and total display on the report.

Current Medications: Displays the description and status (“not administered” or if
administered, route/site, quantity, unit, and administered time) of the medication displays on
the report.

X1 (one-time) Medications: Displays the description and status (“not administered” or route,
quantity, unit, administered time) of the medication displays on the report.

PRN Medications: Displays the description and status (“not administered” or if administered,
route/site, quantity, unit, administered time) of the medication displays on the report.

Future Medications: Displays the description and details (quantity, unit, route, flow rate, start
date and time) of the medication displays on the report.
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IV Information: Displays the description, flow rate, description of insulin, quantity, unit,
administered date and time, blood sugar level or “no insulin given,” blood sugar, intervention,
charted date and time. Will also display alternating IV orders will be flagged with
Al TERNATING IV SET 1***" or "Alt. IV Set 1***", with the number being the order number
from the patient's pharmacy profile.

Flagged Abnormals

Distinctive Physical Assessments: Displays assessments charted within the eight or 12
hour period covered, that are flagged as distinctive and is noted by the medical staff. Will also
display the date and time of entry. In order for this information to be reflected, it must be set up
by Nursing Administration.

Distinctive Nursing Assessments: Displays assessments charted within the eight or twelve
hour period covered, that are flagged as distinctive and be noted by the medical staff as well
as the date and time of entry. In order for this information to be reflected, it must be set up by
Nursing Administration.

Flagged Nursing Orders: Displays status and time of entry or documentation. In order for
this information to be reflected, it must be set up by Nursing Administration. Nursing order
description fields have been expanded to include up to three lines of 75 characters on each
line (225 characters total).
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Chapter 33 Patient Drug Information

Please refer to the Patient Education Documents User Guide for information on this topic.
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Chapter 34 Patient Education Documents

Please refer to the Patient Education Documents User Guide for information on this topic.
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Chapter 35 Patient Medical Summaries (CCDA

Please refer Patient Medical Summaries (CCDA) User Guide for information on this topic.
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Chapter 36 Patient Progress Notes

The Patient Progress Notes is a document that includes information from most POC applications
charted during a given time frame. It can be printed at anytime during the patient’'s stay, but should
be printed at the end of each shift and at patient discharge. The nursing staff can print the report;
however, the nurse assigned to the patient can print the Patient Progress Notes, via the option, End
of Shift. Printing the Patient Progress Notes is mandatory, unless otherwise specified by hospital
policy. The report is usually a permanent part of the patient's chart.

36.1 How to Print

The Initial Physical Assessment may be viewed and printed from the Virtual Chart or sent directly to
a printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.
2. From the Virtual Chart select the appropriate tab.
3. Select Patient Progress Notes.
4. System prompts, "View Patient Progress Notes"
5. Enter a start date and end date or choose to print from beginning of stay.
6. Select Begin Viewing
System prompts “Include stricken/amended data?"

7. This option will include any stricken or amended data in the report.

36.2 Description and Usage

The Patient Progress Notes is a document that includes information from most POC applications
charted during a given time frame. The Initial Interview and Initial Physical Assessment are not
included in the Patient Progress Notes. Documentation from the multi-disciplinary applications
prints to the report, also. It is printed at the end of shift and signed by the nurse assigned to the
patient.

NOTE: If a user has the behavior control "Amend MAR Documentation for Any Login," any
super amended documentation performed in the Updated EMAR will display on Patient Progress
Notes along with the date/time and reason.
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Patient Progress Notes — Format A - Page 1

AGE: 29
SEX: M

Dosea: ] un
M

Do ; 100 M
L] Rapoe: PAN

Chor i - 25 MG
M Foawoe: HAFSEA

Ciomm ; 20 MG
M

Chor i - Z00 MCG
L]

Pt : 100 ml/ ke
L]

Flate: 100 ml/fhe
H

problems, illneas injucy

lacs, and time. Hehavior

Heart rats

ANDERS MEIL
PATIENT PROGRESS NOTES |..e.e: . s iR a5rasszez
ALLERGIER . Mo Enesn Gie b
FROM: DS1E04 0656  TO: 051904 10028 Page 1 of B
05/18/04 |
O7:00 BEH {J DOE, RH) BLOCDZLUC 175 o]
O7-00 MED {F DOE, RHj ERM Medication Given RIGHT ARM
I[NSULIN 20450 |HUMULIH) VIAL e
07 A0 MER {J GO, RH) PRN Medication Given INJECTION
MEFERILIKE [DEMEROL} IN LH o]
O7:30 MED {J DOE, RHj PRH Madicatisn Givan INJECTICN
FHENERSAR r LIHE | na:
oB:3% MO {J DO, RM) Raccrded Madical Ordes TEA COMETMED
LoW SODIUN
LFLTCT]
0806 MEE {J COE, RH) Enuftm Hn:h
1 | FURCEEHT LE
09:06 MED {J DOE, RN) Routine Madication Givan CEAL
LAMCHICARS [ DLG 1
OP:08 MED {J DOE, RN} IV Madicatbion GCivan IV PICCY
Done: 50 ML
AHCEF 1M/ 308 5 INFUSE <VER 30 WIHUTES i
O9:07 MED {J DOE, RHj Iv bdud.a.e_-.La.n:: Started RIGHT HAMD
Dose: 1000 ML
D3 WS 1D000ML K
0831 FAR (T BOE, R INJURY RISK RSSESSMENT;
“all bell within seash: yen, EBed exit
Arm band im on patient's wrist and lal
Bignificant othar at badsida: ibli
Assistive devicas: T
Bafaty Maasuras: e
Care Neada Eong mooleted mobllity
Bad axit armad y
Bafaty/Risk l-iuii“ﬂ. Cl:a.unLuLaun Gaad
alert amd < free of major health
== at
Sa.f-ut-.r.-"l:u.nl: Assossment Emnory Good
normal, akin o 1t al.
Ela.f-utv.-"Eu.nl: huuuﬂumt Hub:.].:.t',- Good
rent ntinsnt of howela
Bafaty/Risk Ansassmant Mobiliby: Fair
OEET PAR F BOE, HH) PEYCHOSOCIAL ASSESSMIENT
Patisot cak and crisnted tc perzan, @
La apa at dor .
09:24 PAR T DOE, REj GHRDIUVHSCULI‘LR I'I.ESESSHI.NT
09:24 PYA T DOE, RN
DE 34 PAR {F DDE, RH) HEUVROLOGICAL ASSESSMIENT ;
Pupile: FERELA
Motor mtrength: rigint Leg, v
Cough Feflax: .
Hibiaa's Sigrliing:
PATIENT: ANDERS NELL HUMBER: 401247 AGE; 29 SEX: M

ROOM; 501 PAGE ; 1
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Patient Progress Notes — Format A — Page 2

ANDERE NEIL AGE: 29
BARMES PATRICK L

PATIENT PROGRESS NOTES J..ccoue v s o A FF: 99746562

FROM: 051804 06:56 TO: 05/19/04 10:28 Page 2 of &

Eyes: clear
09:25 PFA (T DOE, WM} NEUROQLOGICAL ASEESEMENT:
Haurclegical history: Hand grasz, squal.
Sag reflex: Prasan
Fupile: squal, Mmactiva.
Level of consclicusnaess!: alart, oriented = 3
Bpeech: =laar.
9826 Bih (F COE, R METARCLIC/ INTEGUMENT ASSESSMENT :
fkin calor IHL

Bkin condition tact, conl

Turgar: Eair adema
Drassing: dry. 1 5
Missous mambheafad : malzk, pink.
G9:24 PSR (T DOE, BN} HMUSCULOSEELETAL ASEESEMENT :
Fall Frecawtions: yuz
Movas all awtramities: yam .

Walks wnaidad:
Walks aidad by:
Hand grasps: -
Leg strangth:
Bensations!:

Arthritia:

Inflammaticn of Jeinbs: right, knes, anktlae.

09:2% PSR T DOE, RN} GERASTROINTESTIMAL AESESEMENT
a1

Q9:27 PSR (T DOE, BN}

DRIZR FARO(F DOE, RH| INTHAVENDUS ASSESSMENT:
ot i no Tec dizcomfar
OB RER PSR (F DOE, #e) PATHN ASSRESMENT -
Fain Scales {0=10} ]
Duration: in x

Bslieving faoctors ! madicine, Ralazation ta

Ftes response to palin management interventi
0BiZR PSR (T COR, R WOUND ASSESSMENT :

Typa of wound: T

Appuarance of Weund

Wourrd is approsisstad:

Wound cpan ko aie!

Drainaga: ncos.

[al- EH ] Ficra

Draasing: olman, dry. intact

LOCATION RIGHT LEG,
G9:28 PSR (T COE, BN} REFRODUCTIVE ASSEISHMENT :

Patient doss nab sxpres xual dysfunctian and/cr Lnsdequacy.
08 :ZH WAD (F DOE, BN} Hygle
AM ¢ ai Bad sharged
0830 WAD (F COE, BH| Activity
Murse's signatura:

PATIENT: ANDERS MEIL HUMDER: 401247 AGE: 28 HEX: M RooOM: 501 PRGE; Z
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___Patient Proaress Notes - Format A = Page 3

ANDERS MEIL ﬁf &i
BARNES PATRICK ROOM: 501
PATIENT PROGRESS NOTES |..cco. w sacen o MIRS: 897946562
FROM: 05/18/04 08:58 TO: 051904 10:28 Page 3 of B
05/18/04 |
G9:30 WAC {J DOE, RE} Aotivity
Sids Tails x_d al 1wk raach
Safety
Hon skid foctwsar placed on patient Hrates locked on bed Bed exit alarm
OR:31 WAC {J DOE, RNy Fulmanary Treatmants
a EGIn ARG GEep Dreathiing wrpleted Inoent 1ve AT e
axarcis
Wound Cars
Drezsing charg rdszed ind anasd with
AL THE
Nutrition
PT FEEDING AFPROFALATE TD CONDITION
G9:32 WAC {J DOE, RE} SLnuﬂp..l’Ruet Fattern
) DERAUESS &9 jsrered 5 t pat sith pest
Farni ficant r amked bo oabay nt
F=oticnal Support
Slargy not ad ok e fo ar
0B 3T EDU {F DOE, KM DIARETES
DIARETES ETTOLOGY :
Video L ko patisnt., Liktscaturs
0F:57 WE T DME. RHb Blosd Fressure LZ6/70 LYING
02 METHOD O Cannula
02 L/M 2.0
02 Sat 9B %
Pulasa EB
Boaspiration 14
Tempearaturs 100, 0 AXTLLARY
09:50 VW5 {J DOE, HRH) Intaks T50.0 = P.O. ORAL
tatput E4D .0 oo CATHETER URINE
L& TR 2.0 ¥ ETCOL — MODERATE
Intake 1400.0 oo DE M3 1000ML
Intake 50,0 oo ANCEF 2GMS0
OP:-5% NED {F DR, HHp HEURD CHECKES
LEVEL OF COMECIOUSNEESS
LEVEL OF CRTEMTATICON ®
O8:5% w5 {F DOE, RHp Waight 22T 1b 1lZ.0 oz 103.52 kg LO3522.T gm
10007 PSR P DOE, RH) FOA Medication MEPERIDINE PCA 10MG/ML: 30ML
HEW SYRINGE
PCA Medication MEPERIDINE PCA 108G ML 30081
BOLUS DOSE OsED 2. &0 WRSTED G.00 LEFT TO oooMT  3Eb .00
B0 DR WA {F CE, RH) Blocd Presmsusre LIZ&6/62 LYTHG B ARM
Pulssa &0 ERACHIAL
REespiration 14
10 0DR PFCA {F DOE, RM) POA Medicataion MEPERIDINE PCA 108G/ ML 308ML
EFFECTIVE OsED 1% 80 WRSTED ©.00 LEFT TO ooUNT  380.00
Diamarnds 13
Injsctione io
Falin Soalas 3
SEDATION STATUS:
Z=drowsy.
Hurse's shgnatune:
PATIENT ANDERS NELL MUMBER: 401247 RAGE ; 3 HEX; M ROOCM; 501 PRGE ; 3
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Patient Progress Notes — Format A — Page 4

ANDERS NEIL AGE: 29
PATIENT PROGRESS NOTES [.nes m ren A
ALLERGIER. Mu Enswn Dis b
FROM: 0518/04 06:56 TO: 051804 10:268 Page 6 of B
Inflammaticn of Jodnks: right, knes.
18016 PSR OIF DOE, RH) GASTROINTESTINAL ASSESSME
2 n . NoOTECdEr, T in all
quadrants, Ho ofo n a3 Antake wel
19:18 p/A {J COX, RK} CENITOURINARY AESEESEMENT
ng.
15:15 PFR {F DOE, NH) IHTRAVEHDUE ASSESEMENT
IV intack with o red ling a i Tk 4 4 4izcemEart .
18016 B/R 4T BOE. RH) FALN ASSESSMENT
Pain Scale {0=10}
Duratian; ] Fron,
Relisving factors Pain madicine, Falaxzabico tschnoi
Ptre response to pain management intervention: Air Wit 1
19:15 P/A {7 DOE. RH) WOUND ASSESEMENT:
Typa of wousd: Al
Appearansa =f Woun
Wound opan to aiE: o
Dl rans .
Cdor n 5
Dressing: clean,
18016 BAR IF GOE, B BREFRODUSTIVE ASSRESMIEN
Fatient doea not sxpr asxual dys tion acd/ar iosdequaecy.
F00A0 FEA T DOE, RH) FCA Medication MEPERIDINE PCR 10MG/ML: 30ML
WO notifisd, new ordsrs obtma OSED 100 80 WASTED 45 00 LEIFT TO COONT o.a0
BCA Medication MEPERIDINE PCA 10MG/ML: 30ML
HEW ESYRINGE
21010 BEM (P DOE, RH) BLOGDGLUSE 204 20
21:10 HED {F DOE, HH) PRAN Madicatisn Siwvan RIGHT THICH Dosa 4 H
WEULIN 50050 |HUMULIMD W1 ANIH
23:00 MED {J DOE, RN} PRN Madicatian Eiwean INJECTION Dosa : 100 MS
HMEFEEIGINE [DEMEROL} IHJ LER] Resaron; FAM
Z3:00 MED {J OOX, RH) FRN Modication Eiven INJECTION Do : 25 MG
EHEHERSAR [EROMETHAZTHE | AHIH Reancm) HAUSEA
05/19/04 |
O1:00 ¥5 {7 DOX, RH} Fulaa B2 ERACHIAL
Bespiration 14
Blocd Freassuce LEZ4/5E LYING R AR
91:00 PCA {J DOE, RN} BCA Medication MEFERIDIME PCR 10MG/ML: J0ML
EFFECTIVE OSED  120.00 WASTED ©0.00 LEFT TO COONT 180.00
Domands 15
Injections 14
Fain Scals 2
SEDATION BTATUS:
S=only awakes when arousaed,
DEOR VA 7 OHE, RH) Pules EQ DHACTLLAL
Raspirakisn 15
Blood Pressura 124762 LYING R BBEM
OF 00 PEA (P BOE, RH) PCA Medicataion MEPERIDINE PCA 10MG/ML: 308L
EFFECTIVE OSED  20.90 WASTED 0.00 LEFT TO OOUNT 160.00
Damands z
Minrsa's &by il
FPATIENT ANDERS NEIL MUMBER: 401247 ALK z9 SEX: M ROOM: 501 PAGE ; 6
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Patient Progress Notes — Format B - Page 1

RICE STEPHEM AMDREW AGE: 29
BARNES PATRICK gEn::jM';'“_1
PATIENT PROGRESS NOTES J.ceoee: se noom o MRe: 234572
FROM: 05/25/04 D&:51 TO: 0528/04 0716 Page 1 of &
| WITAL SICHE
05/25/04
O&-00 ¥s (J DOX, HH) Blood Prassura 12970 LYIHG R ARM
a2 Sat a7 %
Pulas &H BERACHIAL
Eespiration 16
Tasp-aratuba 100.5 CRAL
Weight 178 1b 30.931 kg BO503.1 gm
Weight 176 1k @0, 31 kg 020,11 gn Fleer scale
1&:00 W5 {J DOE, HH) Blood Pressurae 12470 LYING B ARM
a2 METHOD 02 Cannuls
a2 LM 2.0
QE Bat LI |
Intmlks 450.0 o P.O. ORAL
Intaksa 1000.0 == 05 1/2 H= 20MEQ ECL
Intake 100.0 oo ARCEE 1GM/S0ML DSW
Sutput 650.0 oo VOIDED URINE
Dt 1.0 ¥ STO0L - HODERATE
Pulas L] NARCIIAL
Raspiration 14
Tamp-araturs ioo.0 AXTLLARY
22 .00 wva {J DOE, RM) [=2%; -] i1z.0
FAR 36/20
PAWE a
Canrdimc Output 5. 00
23:33 ¥ {J DOE. AR Blood Pressurae 128/638 LYIHG R ARM
QZE METHOD 02 Cmnnuls
a2 L/M 2.
a2 Sat 98 &
Intake 6&50.0 e P.0O. ORAL
Intaka 1000.0 e D& 1/2 NS 20MEQ KCL
Intaks 50.0 && ANCEF 1GM/S50ML DSW
Jutput 450.0 oo VOIDED URIRE
Tutput HOHE STOOL
Fulas &8 BRACHIAL
Raspiration 14
Temperature 3.7 CRAL
| o5/26/04 |
A% G WE  {J BEE, RN Mlood Pressurs 133760 LYTHG R ORREM
a2 METHOD 02 Cannula
a2 L/M 2.0
02 Bak 28 &
Hurse's skgnabure:
PATIENT: RICE STEPIEN ANDREW 1020 %0 AGE: 29 SEX: M ROOM: SE-1 PRAGE
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RICE STEPHEMN ANDREW ace: 29
SEX: M
PATIENT PROGRESS NOTES |l Uil e 535
ALILERGIES: Mo Known Dru MR 234872
FRONM - D5/26/04 0651 TO: 0&/26/04 0715 Page 2 of &
| WVITAL SIGHE
Intaka NONE F.0O. ORAL
Intake 450.0 oo DS 152 NS 20MEQ KCL
= TR =T S HONE VOIDED URINE
Ot ot HNONE STODL
Fulss 70 RADTAL
Resplraticn 14
Temparature loo.z CRAL
MURSING ACTIVITIES & SHIFT SUMMARY
| 05/25/04
1Z:20 WNAC [T DOE, BEI
x_4__ Bad s=wd in Low pomibion Call bell within csach
14100 MAC [J DOE, RN]
with family
HMEDICAL ORDERS
GkI00 MO [T DOE, R HOTED Medical Order
DO BT RESUCITATE
13200 Ma [J BOE, RN Ascordesd Meadical Order TEG COMSIMED
REGULAR
iTAET DRTE: OL2804 STERT TIME: i
1£:00 o | T DOE, BN)| Recorded Madiocal COrder 100% COMEUMED
EEGULAR
| EDUCATION |
a9 A% EDU [J DOE, BN DIAMETEHS
DIARETES ETIOLOGY;
Vidws = " to patdsnt., Literatuors gi E
| DIABETIC RECORD & PCA |
10:07 PCh |F DOE, RH) PCA Medication MEPERIDINE PCA 10MG/ML: 3J0ML
KIW SERINGE
PCA Madacation MEPERIDINE PCA 10MG/ML; 3085
BOLDS DOSE PSED 20 .00 WAETED 0.900 LEFT TO OOUNT 28004
10108 PCA [J DOE, RN PCA Medication MEPERIDINE PCA 10MG/ML; 308ML
EFFECTIVE IMED 100 00 WASTED 0.4 LEFT TO OOUNT 1034
Desmaiide 13
Injections in
Pain S=ala
SEDATION STATUS:
Z=drowsy,
1360 PCA [T DOE, BE] PCA Madication MEPERIDINE PCR 10MG/ML: Z0ML
ETTECTIVE PSED 160 .00 WASTED 5.00 LEFT TO OOUNT -]
Cramarvcls 20
Injmctions 16
Pain Bcala 4
SEDATION STATUS:
Imdozing intermattently,
Hursa's signature.
FATIENT : RICE S3TEFHEH ANDEEW HIMEER: 102050 ACE : 23 SEX: M ROGHM: 58-1 FAZE : 4

144
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Patient Progress Notes — Format B - Page 3

RICE STEPHEM ANDREW AGE: 29
SEX: M
PATIENT PROGRESS NOTES |2l i s
ALLODGIES: Mo Enown Doa M/RE: 234872
FROM; 05/25/04 DB:51 TO: 052804 0716 Page 4 of &
| HMEDICATIONS
AF:00 MED {J DOE, RH) Routine Medication Given ORAL Dose: 0.25 MG
DIGIKIN TARS KM
OF-00 HED {J DOE. RH) FEH Madication LEFT VEMTROGLUTERL Doss ! 100 MG
OEMEROL | MEFERIDI KM Fgason: PaN
0F 00 HED {J DOE. RH) PEH Medication Given LEFT VENTROGLUTEAL Dome; 25 MG
E AN | FROME KN Fisamon: NAUSEA
A% 00 HED {J DOE, RN) Boutine Msdication Given TRANSDERMAL Dome; 0,2 MG
A TR RES INE | PATOH LEH]
id-08 HMED {J DOE, RHY Gawven IRTECTION Dose: A0 ME
HE KM
13 00 HED {J BEE, RH) PRH Medication DHAL Pose; 1 EA
HILE OF BIAC L LI HE N Fesson: CONBTIPATION
12 00 MED {J DOE, RN) FPRN Medic DRAL Bome; 650 MG
Y L 12 M Reason: PAIN
1400 HMED {J DOE, RE) IV Madicatiasn IV PIEGY Rats: 100 mlfhe
Dosa:
- ANCEF | CRFAZOLIH} VIAL KM
1GM  ANCEF ([CEFATOLING WAL
15:00 MED {J DOE, RH) Routinae Maedication Given IRJECTION Dosa: 40 MS
SREDHTEOLONE  {ERELHT BELGHITE KM
16:45 HED {J DOE. BH) IV Modiocation Hung RIGHT HARD REate: 125 mlfhr
Do e 1000 e
1 piL DI 172 B8 C ECL 20 MEQ BAG gL
1000 ML 05 UZMS CKOL 26 MEOOAG
17T 00 HED {J BOE, RN) PRH Mesdication Gawven RIGHNT VENTROGLUTEAL Do=me: 100 MG
DEMERQL |} CARF M Fisamon: PAIN
1F:00 HED {J DOE, RHj FRN Medication Given RIGHT VERTROGLUTEAL Dosa: 25 M3
FHEHERGAN | FROMET E| TE:M Feason: MALSEA
20000 HED {J DOE. RN} Routine Medication Giwven IRJECTION Dome: 40 M
FREDHISOLONE {FREDHI SOLOHE M
2L 00 MED {J DOE, RN Boutins Madication Given TRANSDERMAL Bome: 0.3 MG
CATAFRES-TTS-Z IO DINE | PATOH M
2% 00 HESR {J BEE, RE) IV Medicstisn Gawven IV PIGGY Bmte; 100 mlfhs
Do i 50 ML
1 G ANCEF | CRFAZOLINE VIAL LEH]
Gl ANCEF (CEFATOLING Wikl
22:2% MED {J DOE, HH) PRN Madicabtion Cavan LEFT DORSOCLUTEAL Dosa: 100 MC
i1:4 i} HEFERIL CARF eL L] Reason: PAIN
22:25 MED (J DOE, RH) PRN Madication Gaiven LEFT DORSOGLUTEAL Dosa: 25 MG
CHENERGAN | EROHETHAS THE | KM Fesson MAUSES
| os/z6/04 |
A3: 2% WMED {J DOE, RH) IV Madication Hung RIGHT HARD Rate 125 ml/he
Dome: ioan
LooD oL D3 1/Z B © BOL 20 MOg BAG M
1000 ML 05 UE NS CKOL EEMEQTUAG
AL 00 HED {J DOE, RH) Rout i Msdication Omitted PATIENT REFUSED
FR B {PE SOLONE M
@600 HED {J DOE. BH) IV Madiocation Given IV PIGGY Rate: 100 mlfhr
Do s £
1 G ANCEF |CRFAZOLIN} VIAL M
WM ANGEF (GEFAEOLING YIAL
Bur S gl
PATIENT : RICE STEPHEN ANDREW NiUMRER: 102030 BGE 25 SEX;: M ROCM: 2&E-1 PRGE ;

© 2025 TruBridge




146

Patient Progress Notes

Patient Progress Notes - Format C - Page 1

Patient Progress Notes — Format C — Page 1

PATIENT PROGRESS NOTES

FROM: 051804 D6:56  TO: DE1804 10:30

Page 1 of &

ANDERS NEIL
BARNES PATRICK

BLIERGIES: Do ERgdn Do

s
Sex: M

Reem: 501
M/RE: BATO4E552

_ VITAL SIGHS

05/18/04

ENITE M SE B Bloed Prosssge 136470 [IT8R
T3 TR 13 Caneals
i fat woN
Fulss L]

EEINE TR | [DE, ) 1ncake

Intake 0.0 coliTEF FCHER

WO BT

LELE ol oo iy

N e 1kt 957 1b 150 o 10558 by 1035307 om
- 2 s
LR DR, R Elood Prasana  LBGKZ  LALHG =
Fulas B Eacane
Fatapt L i
niga T o, Kload Frsidcs LTS Loe e
Fules M PRACEDA
FRwpLovLon 0]
05/19/04
TR TR Bloed Cramewm L3URS LAISG o
Fules 6 BRACEDAL
FbdpL ENELIE W
LKH W R B Blood Pramum L3R [ATG 3 AG

[IREE Wty

LS WD |,

[ENTE Nty

LYEE D O,

CTRTE ey -y

Murse's signatura;

vEEWE | NE, KNI r ¥ LI =
T R
1
1081 AXILLAKE
MENICATIORS
1 L 0, KNl PR ML N Lo 3 ™ ECTIOM (e 2] M
R AL 1 I W s
W 7 oE PR Medioohion O PIEGTION o 5 M
FIBE (OETIOE A0 N Reecei RAHEA
P T marire mdlorien oiwen oML )
S5y (PR3 mE
BI:NE M D DO REI Rovkire Belioitaro Green ML oan: 200 W
TR (DL or L E
BN ) DR, B ¥ Maantian s I LY Eata: 100 a1/kr
i =
Tl §

mara: 100 mi/ks

Coen 109 e

HEY PIEFRTR T

e

Fxta: 100 =1/kr
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PATIENT PROGRESS NOTES

FROM: 0518/04 06:56  TO: 051904 10:30

Page 2 of 6

AMDERS NEIL Number: 401247
Age: 20

BARMNES PATRICK Sa: M

ALLERIIES: W Erown Dru

Patient Progress Notes — Format C — Page 2

DIARBETIC RECORD

LEHLR Do A )

BLOGDELT 1TE B

MEDICATIONS
[} D} FES Madizer Lon L T 1 Leas FER A i WD L gl H -]
FEmE | OETROE i 6 kick:  BALGA
LRid3 2 B
HURSTHG ACTIVITIES LEEE B |
aL B o
[HTR By
M peca proides Bect b . Pad = thonp L L A Edwan - 1 L)
R mi v A
- H
ke o o Bk wmi aLorm
LN SR e BLCLELOT 7P 80 lrtervewtaon: LAB BLOMD GLIMCEE LR
LW
PEYSICAL ASSESSHEHT
s—— m _
L —pLiew the B3l FYA D BOX. ma IMSTED EINR ASIRNIHERET
selutlor ]l ES1l mithin T e T —
LEFR SRR rm bemdl Lo o pobient’ s wrash e lsbeled properly
ek Bigrafacant oer et badeie: siblinge: wits
Amristive davioms: s
Lon dufaty Mearran: aids malla op o
— CaTe Eeads [ ST ———
RTEY
-
walib gkl il ..
HEDICAL ORDERE
cHER Hecorded Medical Crie) T N FOMEL
v moom
FIRR HEAL. L, R _Edal
MW il Bedioal Drder 54 nRERET
B30 BOA KL
ar. LN SR wTn _ambd = damy ared s, Bmba
1w e el Bodizal Drder 4 g
BN BN 1 B O
u. R s 4 + 3 1%
dos 5 -

Hurse's signatura
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Patient Progress Notes — Flow Chart Notes

BOLTZ CAROLYN AGE: &7
SEX: F
JAMES BAXTER, MD ROOM: 500
PATIENT PROGRESS NOTES - Flow Chart Notes atiEmTES. memieiilis  coseine | MURE: 035300
Froem beginning of stay TO: D&/DB/D2 DB:18 Page 2 of 2
ICU Flow Chart
DA/07/02 D4:00 {JRD, HN}
ABHORMAL HAN CRLLED TO DR. SHITH. N0 HER SGDERS AECETUVED.
08/07/02 D6:00 {JRD, BN}
PT. RESTING QUIRTLY AND REMAINS STARLE. W2 ACUTE PROBLEMS OTHER THAH
NORMEL H4H WHICH MAS CALLED T9 DR.SMITH AT 0400HF
FRTIENT: BOLTZ CAROLYN HIMEER: 414455 ACE: L.} BEX: F ROCM: 500 FAIE:
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Medication Charge Report

BOLTZ CAROLYN AGE: 55
SEX: F
JAMES BAXTER, MD ROOM- 501
MEDICATION CHARGE REPORT Jicmoms: senicitiin  comie  MES: 035308
FROM: 0BA2/02 07:00  TO: 081202 14:54
| MEDICATIONS CHARGED
4 PHENERGAN: 25 M3/ ML 2.00 5. 40 JRD
5 MILE OF MHASHESIA Z.00 a.56 JRD
7 ACETAM (ACETAMINODIEN ) TAD; 325MG 2,00 2,50 SR
a AMOCHICILLIN CAP : 250MG 1.00 1.25 JRO
1a DIFLUCAN (FLUCOMAZOLE) TARB: 100ME 1.00 13. 44 JRD
11 FAMOTIDINE TAR: 20 MG 1.00 5,00 FRE
EATIENT : BOLTE CAROLYN HUMBER: 315&655% AGE : B85 BEX: F ROOHM: 501 ERGE:
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Unisex Body Report

35£959 BOLTZ CAROLYH
Type of wound:

EITE X
I.'"
; s va
arTE W cid L Hi 'lf [ ) [ l'r- | |
ElEa=sl Pl =1 & ' | |
[ fll'-. | | r'lll A (1
(v (1 ()
P/ AN | 77 Lo
/ d P N
AN RN I S W B e
Ll i [l | W i |,' ) i e
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Listed below is an explanation of each column.

e Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical record number, and any drug allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient's name, account number, age, sex, room number, and page number will
appear along the bottom edge of the page.

e Entries: Each entry will fall under the appropriate application heading. The heading will be
highlighted with bold text and preceded by the following:
= Time the entry was charted, if charting takes place over 2 days, the date and time associated
with the charting will be included on the report if there is more than 24hrs between locks.
* The name and title of the individual who entered the information
= Two to three character code indicating the application in which the entry was charted

e Application codes and descriptions:

= All routine medications that were administered or discontinued during the period covered by the
report, if medications are selected to print on the Patient Progress Notes report. If a medication
was administered using the second witness option, the system will print the second
employee's initials and time of medication administration in a bold font underneath the first
employee's initials and time of medication administration.

» Medication description, dosage, frequency, & instructions, if medications are selected to print
on the Patient Progress Notes report.

= If an entry is made via the Notepad option on a flowchart, it will print on a separate page titled,
PATIENT PROGRESS NOTES - Flow Chart Notes. This page will be the last page of the
Patient Progress Notes.

» Vital Signs: Body Mass Index (BMI) displays with Vital Signs each time Height/Weight are
entered. BMI will re-calculate each time a new weight is entered. Height may remain constant.
Mean Arterial Pressure (MAP) will calculate and display with the blood pressure documented.

(P/A)-Physical Assessment

(NSS)-Shift Summary

(PCA)-PCA Medications

(MED)-Pharmacy

(EDU)-Education

(VS)-Vital Signs

(NO)-Nursing Order

(BSU)-Diabetic Record

(ORD)-Ancillary Orders

(F/S)-Floor Stock

(NAC)-Nursing Activities

(PL)-Problem List

e Signature Line: An optional signature line is provided at the bottom of this report for the nurse
primarily responsible for the patient's care. A switch located in the POC control record controls
whether or not the signature line displays on the Patient Progress Notes.

¢ Flow Chart Notes: Flow Chart Notes prints with Patient Progress Notes. This report lists entries
made via the notepad feature within a flowchart.

e Medication Charge Report: An optional Medication Charge report can print along with the
Patient Progress Notes. This report is for nursing departments utilizing the Charge Meds at
Administration feature. This report lists medications that will be charged when End-of-shift
procedures are performed. A switch located in the POC control record controls whether or not
the Medication Charge Report prints with the Patient Progress Notes.
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e Unisex Body Report: An optional Unisex Body report can print along with the Patient Progress
Notes. This report will only print if a physical assessment question has been answered that
allowed documentation of a wound, pain, or decubitus location on the unisex body. This is not a
cumulative report. It will list the marked sites (A-H) along with the site description(s). Also
predefined Stage Descriptions will print at the bottom of the report. A switch located on the
physical assessment questions controls whether or not the unisex body will display when the
guestion is accessed.

e Progress Note Format: There are a choice of three formats set up in the chart cart control
record. Format A will display vertically with entries in chronological order. Format B will display
vertically grouped information based on what user has set up in the control record, in
chronological order. Format C will display horizontally with entries in chronological order or in
groups

NOTE: Nursing Orders will now display a total of three lines of characters with 75 characters on
each line for a total of 225 characters.
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Chapter 37 Patient Summary

The Patient Summary is a document that includes specific patient information charted within the
previous 24 hours from the minute it is printed on the system. It can be printed at anytime during
the patient’s stay, but it is primarily printed at the end of each shift. The nursing staff can print the
report, but the nurse assigned to the patient primarily prints it. Printing the Patient Summary is
optional, unless otherwise specified by hospital policy. The report is usually not a permanent part of
the patient’s chart and can be discarded after use.

37.1 How to Print

The Patient Summary Report may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.
2. From the Virtual Chart select the appropriate tab.

3. Select Patient Summary Report.

IS

. Select a patient by choosing "This Department", "My Patients", or "Current Patients."

ol

. Click patient name and then "Add Selected" to add patient to Patient Selection List
6. Select Process.
System prompts "Enter Number of Copies to Print"

7. Enter the number of reports to print.

o

Select OK.

Q. WHAT ARE THE SETUP OPTIONS FOR PRINTING?
A. The Patient Summary can be set up to print:

as part of end-of-shift reports

as part of discharge reports and designated for multiple copies

to automatically print at a specific hour to a specific printer.

Last action taken to problem: evaluation, intervention, addressed, resolved, etc.

The code for this report is “PS,” which is set up in the Point of Care Department Table through
Nursing Administration, Hospital Base Menu-Master Selection-B-1-N.
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37.2 Description and Usage

The Patient Summary is a document that includes specific patient information charted within the
previous 24 hours from the minute it is printed on the system. This worksheet provides both nurses
and physicians details of the patient's condition and plan of care. It is the primary tool used by
nursing to conduct an organized and timely shift change. It is one of the reports preferred by
physicians to use as a reference while making rounds.
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Patient Summary — Format A— Page 1

RICE STEPHEN ANDREW  Number: 102090
Age: 29
PATIENT SUMMARY )
CON PHY: MITRA SUDHEER Room: 98-1
M/R#: 234972
. ALLERGIES : No Known Dru -
Printed 5/28/04 at 11:24 Page1 of 2
05/27/04: 12 15 8 21 24 03 06 09 12
Pulse il i) [
Respiration | # I
sp-systolic 14 % o
[— ] n f
Tempezature 493 @0 0
a
g
£ cvP
g PAP
Fl
% PAWP
T co/cr
METHCD 02 Cannula 02 Cannula 02 Cannula
N
o LPM 20 20 20
5a02 99 % 97 % 97 % Totals
v 1050.0 1050.0 2100.0
]
ﬁ PO 645.0 500.0 i145.0
E  other
TOTAL 1695.0 1550.0 3245.0
STOOL ° ' !
E
B CHEST 975.0 940.0 1915.0
3 Other
TOTAL o 975.0 ! 940.0 1915.0
Admission Weight Yesterday’s Weight Today’s Weight
Admission: 178 lbs ( 80.91 kgs)|05/27 05:00 177 lbs ( 280.45 kgs) ( )
80209.1 gm IBed scale 80454.5 gm
Health History
History of Asthma.
Current Medications
Description dose/schedule Description dose/schedule
DIGOXIN TABS 0.25 MG 0aM MILK OF MAGNESIA LIQUID 400MG/SML L EA PRII
1st Dose: 05/25/04 08:00 Start: 05/26/04 08:00 Stop: 06/30/04 08:00 A 1st Dose: 05/25/04 08:00 Start: 05/25/04 08:00 Stop: 00/00/00 00:00
PREDNISOLONE {PREDNISOLONE} 40 Mg *Q6H MORPHINE 1 MG PRI Q4H
lst Dose: 05/25/04 10:00 Start: 05/25/04 10:00 Stop: 06/01/04 10:00 A 1st Dose: 05/26/04 10:00 Start: 05/26/04 10:00 Stop: 05/31/04 10:00 A
CATAPRES-TTS-2 {CLONIDINE} PATCH 0.2 MG *BID MORPHINE 2 MG PRIT Q4H
1st Dose: 05/25/04 09:00 Start: 05/25/04 09:00 Stop: 06/01/04 09:00 A 1st Dose: 05/26/04 10:00 Start: 05/26/04 10:00 Stop: 05/31/04 10:00 A
IV Components: 08 DEMEROL {MEPERIDINE} CARP 100 MG ERIT 04H
1st Dose: 05/25/04 08:00 start: 05/25/04 08:00 stop: 00/00/00 00:00 1st Dose: 05/25/04 08:00 Start: 05/25/04 08:00 Stop: 05/30/04 08:00 A
1GM  ANCEF {CEFAZOLIN] VIAL PHENERGAN {PRCMETHAZINE} 25 MG PRI Q4H
INS {INSULIN} 10 ur QAM 1st Dose: 05/25/04 08:00 Start: 05/25/04 08:00 Stop: 06/01/04 08:00 A
1lst Dose: 05/27/04 07:00 Start: 05/27/04 07:00 Stop: 05/30/04 07:00 A |INSULIN 50/50 {HUMULIN} VIAL L EACH PRIT
IV Components: lst Dose: 05/26/04 08:00 Start: 05/26/04 08:00 Stop: 06/02/04 08:00 A
1st Dose: 05/25/04 08:00 Start: 05/25/04 08:00 Stop: 00/00/00 00:00 MILK {MAGNESIUM} Z TBSP PRIT Q4H
1000 ML D5 1/2 NS C KCL 20 MEQ BAG 1st Dose: 05/28/04 06:00 start: 05/28/04 06:00 Stop: 05/31/04 06:00 A
TYLENOL {ACETAMINOPHEN} TAB 650 MG PRII
1st Dose: 05/25/04 08:00 Start: 05/25/04 08:00 Stop: 05/30/04 08:00 A
Omitted Medications
o Omit Date/Time Omitted o Omit Date/Time Omitted
Description or Check Time Reason Description or Check Time Reason
DIGOXIN TABS CHECK 08:00 PREDNISOLONE {PREDNISOLONE } CHECK 10:00
PREDNISOLONE {PREDNISOLONE} CHECK 15:00
PREDNISOLONE {PREDNISOLONE} CHECK 20:00
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Patient Summary — Format A- Page 2

RICE STEPHEM ANDREW :;:15"’2'5 401247
PATIENT SUMMARY BEC Y. BARHES PATHIR F Room: 501
Printed 5/28/04 al 11:24 Page 2 of 2 ALLERGIES: Ha Kresue Bru M/R¥: BaTRIESE2

Omitted Madications

amit Da me  Qmitted om DD‘I:{.'F me Ithed
Description or hul:ﬂllmu cason  Description or Chec |Irn|:| mmun

FRECHISCLOHE |PFREDINLSOLONE) SHECE a1 IV e i il HECE 33009

CATAPREE-TTE-Z [CLONIDINE] FATCH = FCEFAECLIN] WiAL
CATAFRES-TTd-I (CLOWIDINE) PATCH - IV Eamgeriien s o
I¥ Corponants: i L4 ] P (1 AR O W] WAL

16U ARCEF [CEFABILIN WIAL I SEEELEN} HECE

WENOTE®® A "CHECK TIME® OOES NOT NECESSAREILY MEAH THE MEDICATION WAS BOT GIVEN, DUT BATHER,
IT Whs T CHARTED 30 MENE FRIGR TS ok 20 MiNd AFTER THE ICHEDLLED T

FLAGGED ABMORMAL RESULTS

oG/3Rs0d
P

aE s

WAROTE®® “FLAGCCED® RNESTLTS DO BOT HECESSARNILY FEFRESENT ALL ABEODMAL Of CLIAICALLY
ATCHIF ICANT REAULTR
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Patient Summary - Format B - Page 1

5 H & Number: 357257
IEVldent Community Hospital BOLTZ CAROLYN Ago: 40 YRS
. ATT PHY : WILLIAMS KERRI B Sex: F
Patient Summary SECPHY: Room: 0302
Printed: 10/27/15 at 12:52 Page 1 of 3 R :
| Administrative Data Graphic and | & O Data
Admit Date/tm.: 02/21/13 12:53 Los: 978 Hour 20[ 24] af 8] 12] 1¢] INTAKE 311 [k 73 | 2ahrs
Chief Complnt.: DIFFICULTY BREATHING o8 F.0. ORAL 50 50
wWorking Diag 1: .
working Ddag 2: ==
Condition.....:1 G DHER: Adv Directive: N Restraints:
Diet..........: REGULAR DIET T 108 a0
Food dislikes.: NONE E
. Fluid restricted: Sodium restricted: M o2
Food allergie: SHELLFIEH STRAWEERRY MILE P 102 3%
. in 167 em  Pregmant.. Breast Feeding: BSAr1.e3 [ E
1st Welght....: bs 0 oz YD Wgt: Wedght: 135 1bs 0 oz R 101
kgs 51.24 A -
£1235 Lo SHIFT TOTAL s0 50
d Scale Bed Brale T 00
05:35 bt U
Isolation: Fall Risk: HMI: z1.
Language: Ethnicity: Emerican R il hikh ?dh's
Violent Pat: MRSA: VRE: E £ 250
| Consults ar
Ask physician for Speech Therapy Consult i
verified 10/27/15 & {BARERA SMIT}
| Health History
SHIFT TOTAL 250 250
- - 2 02 metnoa Legena
Current Medications w
Description dose/schedule s ;;;'
ACETAMINOPHEN {TYLENOL} 325 MG TABLET 650 MG NIGHTLY s =
start: 01/29/13 08:03  Etop: 00/00/00 00:00
ACETAMINOPHEN {TYLENOL} 325 MG TABLET 650 MG EVERY EM Current Medications
start: 01/30/13 08:26  Stop: 00/00/00 00:00 o ’
IV: MORMAL SALINE 1000 ML X NUOU Description dose/schedule
1t Dosa: 02/23/13 09:08 stare: 02/23/13 03:08  stops 00/00/00 00:00 E— JEre—
- 08 L HORMAL SRLINE 1000 ML I start: 02/26/13 10:03  stop: 03/05/13 10:03 &
IV: ROCEPHIN/DWS IVER CONTINUOU CeFTRIANome |ROCEBHIN) TNT
1st Dosa: DZ/21/13 0§:13 gtart: 09:13 Etop: 02/18/13 09:13 & DEW (5% "‘EX’?‘B’T‘IN_ “E-?}
1@ cefTRIAXone {ROCEFHIN} INJ 125 Mo ThELET  aas - -
_ i DSW {5% DEXTROSE IN WATER} ) start: 01/06/14 12:00  Stop: 00/00/00 00:00
IV: NORMAL SALINE 1000 ML CONTINUOU i
1st Dose: 02/21/13 08:15 start: 02/21/13 03:15  Stop: 00/00/00 00:00 : ! - ) ) - e . -
1000 ML NORMAL SALINE 1000 ML 1ot Dcnn._loﬂ’:-':.';:iE 09:36 Start: 12.-’2..-‘3;‘_55.3: atop: 00/00/00 00:00
HIMULIN NPH U100 INSULIN 10 UNITS DAILY HEN |TYLENOL) 325 MG TABLET -
start: 02/26/13 10:03  Stop: 00/00/00 00:00 o {roaon) 335 we meuar o
MEPERIDINE INJ
atart: 02/21/13 10:43
FROPOXYPHENE/AEAP 100/650 {DARVCT N-100} 1 EA
start: 02/21/13 10:44  stop: 00/00/00
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Patient Summary - Format B - Page 2

IEvident Community Hospital
Patient Summary

Number: 357257
BOLTZ CAROLYN Ager %0 Yne
ATT PHY : WILLIAMS KERRI B Sex: F
SECPHY: Room: 030-2
ALLERGIES: Codeine  Penicillin M/R#: 123321

Printed: 10/27/15 at 12:52 Page 2 of 3
Omitted Medications
o Omit Date/Time Omitted
Description or Check Time Reason

Mursing Orders |

1= were omitted.

24 gour Fluid Restrictiocm 1000 ml

verified ] 15

{BARBRA SMIT}

X1 & PRN Medications (24hr)
Description quantity/freg/time

Problem List |

FROPOXYFDARV-K100 TAE 1 EA FREN Q4H 12:45

s0 e xn 12:43

Diabetic Record Documentation (24hr)
Date/time Level Dose/Unit  Given

PROBLEM 1 Activity Intolerance-Actual
shortness of breath noted.

Addressed 10 {BARBRA SMIT}

Comments |

1X

Ko BE o
Ko BE o

"
"

Service date/time Procedure Autostop Status

ANCILLARY DEPARTMENT Orders (24hr Activity)

EC

HOT COLLECTED

Nursing Orders

Diet: REGULAR DIET

Hew dietar

8ide rails up x4
Verified

Aspiration precaution

verified 10/27/15 1000 {BARERA SMIT}

Blood Glucose: 06800, 1100, 1

o4/

Verified

Blood Glucose:

Bedrest
Verified 1
Elevate HOE 30 Degrees
Verified 1
Ambulate with assistance PRN
Verified
Assisted bath
Verified
BE Level/Carb Count
Verified
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Patient Summary - Format B - Page 3

IEvident Community Hospital
Patient Summary

Printed: 10/27/15 at 12:52 Page 3 of 3

BOLTZ CAROLYN

ATT PHY : WILLIAMS KERRIB
SEC PHY:

ALLERGIES: Codeine  Penicillin

Number: 357257
Age: 40 YRS
Sex: F

Room: 030-2
M/R#: 123321

| IMMUNIZATIONS

Tdap Given 10/27/2015 11:00
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Patient Summary - Format C - Page 1

IEvident Community Hospital
Patient Summary

BOLTZ CAROLYN

"ATT PHY : WILLIAMS KERRI B
SEC PHY:

Number: 357257
Age: 40 YRS
Sex: F

Room: 030-2
M/R#: 123321

Printed: 10/27/15 at 13:13 Page 1 of 3 L 23 s
| Administrative Data Graphic and | & O Data
Admit Date/tm.: 02/21/13 12:53 Los: 978 Hour 20[ 24] 4] 8] 12] 1g] INTAKE 311 1T 73 | 2ahrs.
Chief Complnt.: DIFFICULTY BREATHING FoE F.0. ORAL 50 50
wWorking Diag 1: .
working Ddag 2: ==
<1 G DHR: Adv Directive: N Restraints:
REGULAR DIET T 108 a0
HONE E
Fluid restricted: Sodium restricted: M o2
Food allergie: ELLFIEH STRAWEERFY MILE P 102 3%
Height....... 3 in 167 em  Pregmant.. Breast Feeding: E
1st Welght....: 135 1t oz ¥D Wgt: wWeight: 13s R 1o
61.24 A -
£1235 LoE SHIFT TOTAL s0 50
T 00
Isolation: Fall Risk: HMI: u
Language: Ethnicity: Emerican R Eall Rikh — ?dh's
Violent Pat: MRSA: VRE: E £ 250
| Consults -
]
Ask physician for Speech Therapy Consult
verified 10/27/15 1226 {BARERA SMIT}
| Health History
SHIFT TOTAL 250 250
- N 2 02 Medhod Legend
Current Medications w
L =
Description dose/schedule 1z =
ACETAMINOPHEN |TYLENOL} 325 MG TABLET 650 MG NIGHTLY s z
stare: 01/29/13 08:03  Stop: 00/00/00 00:00
ACETAMINOPHEN |TYLENOL} 325 MG TABLET 650 MG EVERY EM Current Medications
stare: 01/30/13 08:36  Stop: 00/00/00 . ’
TV: NORMAL SALINE 1000 ML Description dose/schedule
gtart: 331221“] giffm _Botf';'j”MOLO"“”m Tv: ROCEFHIN/DWS IVER CONTINUOU
HORMAL B P — 1st Dose: 02/26/13 10:03 Start: 02/26/13 10:03  stop: 03/05/13 10:03 &
e 1 GM cefTRIAXone |{ROCEFHIN} INJ
start: 02/21/13 09:13 Stop: 02/18/13 09:13 a 50 ML DSW (5% DEXTROSE IN WATER)
s oo i.:x;.:.;;{n ?531:11_11_\1 [ACETAMINOPHEN |TYLENOL} 325 MG TABLET azs BID
i oo DSW {5% DEXT . = Start: 01/06/14 12:00 stop: 00/00/00 00:00
IV: NORMAL SALINE 1000 ML - ot
1st Dosa: 02/21/13 08:15 gtart: 02/21/13 09:18 Stop: 00/00/00 . T . e . . ' |
1000 ML HOE SALINE 100 lst Donn._loﬂ’:-':J';‘E_ 09:36 start: lg.azl-f_-?;?xi.s-ls stop: 00/00/00 00:00
HIMULIN NPE [100 INSULIN tart: 02/26/13 10:01  Stop: 0070000 COE'A;JU' ICETAMINOPHEN {TYLEWOL] 325 MG TASLET EVERY
== = ! A : start: 02/01/13 13:55
MEPERIDINE INJ EVERY
scart: 02/21/13 10:43 A
FROPOXYPHENE/AEAP 100/650 {DARVCT N-100} QaH

Start: 02/21/13 10:44

stop: 00/00/00 00:00

© 2025 TruBridge



161 POC Reports User Guide

Patient Summary - Format C - Page 2

IEvident Community Hospital
Patient Summary

Printed: 10/27/15 at 13:13 Page 2

of 3

Number: 357257
BOLTZ CAROLYN Ager 40 YRS
ATT PHY : WILLIAMS KERRI B Sex: F
SEC PHY: Room: 030-2

ALLERGIES: Codeine  Penicillin M/R#: 123321

Omitted Medications

Mursing Orders

24 gour Fluid Restriction 1000 ml

verified

{BARBRA SMIT}

Problem List

Rsason: FAIN

DEMEROL MEFERSOMITAS 50 Mz x

L Omit Date/Time Omitted
Description or Check Time Reason
No med istrat ere omitted.
X1 & PRN Medications (24hr)
Description quantity/freq/time
FROPOXYFDARV-N100 TAE 1 EA FEN Q4H 12:45

Diabetic Record Documentation (24hr)

PROBLEM 1 Activity Intoclerance-Actual
shortness of breath noted.

Addressed {BARBRA SMIT}

Comments

Service date/time Procedure Autostop

Date/time Level Dose/Unit  Given 1X
Ko BG 1] o B

Ko BG 1] o B

ANCILLARY DEPARTMENT Orders (24hr Activity)

Status

LABORATORY

Nursing Orders

Diet: REGULAR DIET
New dietary o

8ide rails up x4

verified 10/27/15 0926 {BARBRA SMIT
Aspiration precaution

Verified 10/27/15 1000 {BARBRA SMIT
Blood Glucose: 0600, 1100, 1800, 2000

verified 04/16/13 1256

0600, 1100, 1600, 2000

Verified
Elevate HOBE 30 Degrees

Verified 10/27/15 09
Ambulate with assistance PRN

verified 10/27/15 1000 {BARBRA SMIT
Assisted bath

Verified
BE Level/Carb Count

verified
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Patient Summary - Format C - Page 3

IEvident Community Hospital e Ager 40 YRS
- A'I'I'PH\"_:'MLLIAMS KERRIB Sex: F
Patient Summary secr Room: 030-2

Printed: 10/27/15 at 13:13 Page 3 of 3 ALLERGIES: Codeine  Penicillin MiR#: 123321
| IMMUNIZATIONS

Tdap Given 10/27/2015 11:00

Listed below is an explanation of each column.

e Demographics Box (located upper right-hand corner): Displays patient's name, patient
account number, admitting and second physician, age, sex, room number, medical record
number, and any drug allergies documented through the TruBridge EHR system.

e Administrative Data: Displays admission date and time, length of stay, chief complaint, working
diagnoses 1 and 2, current diet, food dislikes, food allergies, and indicators of diabetic status,
fluid restriction, sodium restriction, smoker status, height in inches and centimeters, if patient is
pregnant or breastfeeding, 1st weight, yesterday’'s weight and current weight in pounds and
kilograms, admitting condition and body surface area, isolation, fall risk, language, and ethnicity.

e Consults (Optional): Displays the description of the consultation and the status of the
consultation. In order for this information to be reflected, it must be set up by Nursing
Administration.

e Health History: Includes patient’s health history entered via the Initial Interview.
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e Current Medications: Lists all active medications at the time the report is printed. Can include
future dated medication orders. This feature is controlled by a switch in the Patient Summary
setup. Can also include medication description, dose, frequency, and auto stop date if applicable.
Does not include discontinued medications

e X1 (one-time) and PRN Medications: Includes all X1 & PRN administrations in the previous 24
hour period as well as the medication description, quantity, frequency and time of administration.
Will also include a reason on PRN medications. It does not include discontinued medications.

e Omitted Medications: Includes all omitted medications in the previous 24 hour period as well as
the date and time and reason for omission. Also includes “Check” time medications: if a
medication is administered outside of the 30 minute window prior to or after administration time,
the system can be set to flag the administration with “Check”. This feature is controlled by a
switch in the Point of Care Control Record in the Nursing Administration Department.

e Accucheck Readings: (blood glucose monitoring): Includes all administrations in the
previous 24 hour period, date and time entry was charted, blood sugar level, description of
medication given (sliding scale insulin only), unit(s) of medication given, frequency, and any other
interventions charted.

e Graphic and I/O Data: Graph displays the twenty-four hours in four hour intervals. The
temperature is reflected in a line graph format. Pulse, respiration, blood pressure, O2, O2 L/Min,
FiO2, and O2 Sat values display below the graph. The intake and output volumes reflect totals
per shift, and a twenty-four hour total. 1&O entries charted by frequency, display in the top left
corner of the boxes where volume entries also display. Nursery intake options will include P.O.
Formula, Pedialyte, Sterile Water, 5% Glucose Water, and Breast Feeding time, minutes, and
breast side. Nursery output option will include wet diapers. Pediatric intake options will include
P.O. Formula, PO Baby Food, PO Pedialyte and Breast Feeding time, minutes, and breast side.

NOTE: An asterisk (*) adjacent to pulse, respiration, and blood pressure, denotes multiple values
have been charted. The most current recorded value displays, with previous values listed in the
Patient Progress Notes.

e |V Fluid Left to Count/Drainage Level (Optional): Displays IV and IV Piggy administrations in
the previous 24 hour period, IV fluid left to count and flow rate, drainage level, and date and time
last charted. In order for this information to be reflected, it must be set up by Nursing
Administration.

e Ancillary Department Orders: Displays the type of service (Radiology, Laboratory, Respiratory
Care, EKG/EEG, and Physical Therapy), date and time the order was entered, description of the
procedure, and status of the order (including future scheduled order times, orders completed,
and orders discontinued). Orders that have been completed for more than 24 hours will not print
in this section.
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e Nursing Orders: Displays description of the order, status of the order (performed, completed,
discontinued, etc.), date and time the order was addressed, and the name and title of the person
who charted the entry. Any comments charted in reference to the order. Nursing order
description fields have been expanded to include up to three lines of 75 characters on each line
(225 characters total). This displays on Formats B and C.

e Problem List: Displays the description of problem and rank date and time of the last action taken
and the name and title of the person who charted the entry. Any comments charted in reference
to the problem.

e Distinctive Nursing Assessments (Optional): Displays assessments charted in the last eight
hours that have been deemed as distinctive and should be noted by the nursing staff. In order for
this information to be reflected, it must be set up by Nursing Administration.

e Comments: An area for nursing to make any additional handwritten comments regarding the
patient, to pass along to the on-coming nurse during shift report

e Immunizations: Lists immunizations and the dates they were received
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Chapter 38 PCA Infusion Form

The PCA Infusion Form is a cumulative document that includes the patient's PCA administration
chart and assessment from the beginning of stay. It can be printed at anytime during the patient’s
stay, but should be printed at the end of each shift or automatically at a specific hour, once a day.
The nursing staff can print the report, but the nurse assigned to the patient primarily prints it or it is
set up to automatically print at a specific hour. Printing the PCA Infusion Form is mandatory, unless
otherwise specified by hospital policy. The report is usually a permanent part of the patient's chart.

38.1 How to Print

The PCA Infusion Form may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.
2. From the Virtual Chart select the appropriate tab.

3. Select PCA Infusion Form.

38.2 Description and Usage

The PCA Infusion Form is a cumulative document that includes the patient's PCA administration
chart and assessment from the beginning of stay.
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PCA Infusion Form

PCA Infusion Form

ANDERS MEIL
BARMES PATRICK

PCA INFUSION FORM Page 1 of 3

Rad i dad by

051804 10:07 {230,

O5/18/04 10:D8 |

13:51 (&3,
0514004 1350 oo,

Facczded by. .

051804 13:51 {330,

O5/1404 19100 | R0,

051804 19:00 {330,

2:3 {&®o,

Facozded by. .

051804 :3 {330,

KLLERQIEA T Ho Erawe fry

_Euﬂnxn PCA 10MG/ML: 30ML

Number: 401247

Room: 501
MWRE: BITI4E562

BINTL O8G [=42 PATIENT ADSOMISTERID DO4E € Wt e i ¥ ...“H.!-I-u-nuq uylM-u..mnu.qﬂ—.._.
L0 B 2 0w
EFFECTIVE/ INEFFECTIVE/NOTES RESP | B.P. |PULSE | DEMD | IKT OEED ||WASTED | LEFT
DOLDS DOIT 28.08 a.8q 280.20
EFFIETIVE LA ] &0 13 1 Lag. 08 .80 160,80
SEDRTION STATIS:
Dadecuuy,
IFFICTIVE 18 iEd4 d2 56 20 id L8208 5.0 0.0
HEDATICH STATUE
I=dozing intermittently,
ESETE  WCREE Lot pomn ANTIENT LORMISTERE EONL CWTIMECEN INFINITN LETR  LOCE OUT TIME 4 X = “F.H.hhn“_.
10 H L% MG 350 ME

EFFECTIVE,IKEFFECTIVE/HOTES

O potified, no rew ordare 16 TIRSEz 5B 22 14 L%

SEDATION STATUS

lswida owele,
HD actifisd, maw ozdecs obtsined. 188,09 .00 0.40
e pram Jpatisl
BNTE  BOCHS/LOACDHG (i8R RATIEST ADWMISTERID Lodl TINENS DUSI0F RKFR  CO0K 00 T 4 BOMRLINIT  Taoeg TORONE ey
10 HIN 101 MG L% HE LR

RESP | B.P. ||PULSE | DEWD | IKJ | USED ||WASTED || LEFT

as a8 180,80
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Listed below is an explanation of each column.

e Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical records number, and any drug allergies documented
through the TruBridge EHR system.

e Medication: The PCA medication description will be highlighted in a gray box.

e Protocol: Displays date and time protocol was entered, name and title of person who entered it,
route of PCA, bolus (loading) dose, patient administered dose, continuous infusion rate (optional),
lock-out time, four-hour limit, amount purged from tube priming, and syringe amount.

e Administration Record: Displays date and time of the administration and name and title of
person who entered it. If a medication was administered using the second witness option, the
system will print the second employee's initials and time of medication administration in a bold
font underneath the first employee's initials and time of medication administration. Will also
display effective, ineffective, notes, respiration, blood pressure, pulse, number of demands,
number of injections, amount wasted, and amount left.
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Chapter 39 PC Backup

39.1 Overview

TruBridge has a backup system that stores Point of Care and Computerized Physician Order Entry
(CPOE) documentation in the event that the TruBridge system should go down. This system is
referred as PC Backup. Having PC Backup and Downtime procedures in place can ensure that the
difficult transition to written documentation will be a smooth one.

PC Backup is solely used to store Point of Care and CPOE documentation. This device stores
encrypted files on the hard drive of the PC that has been designated for PC Backup. The device
executes a backup each hour, separate from the main TruBridge backup. This is a continuous
process. It is recommended that each department have the Patient Progress Notes and the
Medication Administration Record (MAR) set to spool to the PC Backup device. Spooling means
that the system will download the information to the PC Backup’s hard drive for storage. The CPOE
backup component will include orders that physicians have placed electronically.

If the system fails, the following protocols should be implemented as soon as possible to ensure
the continuum of documentation.

¢ Print off information from the PC Backup. You will have the ability of choosing which “backup
time” you would like to print. The documentation has been “spooled” every hour to the PC for
easy retrieval. When you select the file to print you will be prompted for your PC Backup
password in order to view the documentation.

¢ Reports that are usually designated to spool automatically include:
= Patient Progress Notes
» Medication Administration Record (MAR)

e The CPOE order report will contain orders that have been placed by physicians.

39.2 General Information

e PC Backup is used for Point of Care and ChartLink documentation. In addition, Backup Reports
by Department is used to set up the Documentation Reports that will be spooled to the PC
Backup for any departments that use Documentation. Any Documentation Report set up in this
table will pull in PDF format and include any Documentation entered over the course of the last
24 hours. It will be sent to the PC Backup every hour on the half hour.

e PC Backup is separate from the main backup of the TruBridge system.
e PC Backup stores encrypted files on the hard drive of the PC designated for PC Backup.
e In order to view the files stored on the PC Backup you must have a PC Backup password. For

more information on creating or changing the PC Backup password, please reference the
System Administration User Guide.
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e The device executes a back up each hour, storing up to 7 days of information. After the PC
Backup has stored the last hour of information based on the amount of information to be stored,
the oldest hour will be replaced by the current hour. This is a continuous process.

e This enables your facility to print nursing documentation and CPOE orders if the system should
go down unexpectedly. Reports will be available for printing on the current patient index. This is
useful in that staff can print hard copies of the record, rather than hand writing them if there
should be a problem with the system.

e The primary sort of the patient information that is available via PC Backup is by department.
CPOE orders are grouped by individual patient.

e Because this is a backup device, it is recommended this device and printer be connected to a
red (generator) plug in case of a power outage. It is also recommended that any hibernation
mode be turned off for the PC Backup device.

e It is recommended that the PC Backup PC have the most current version of Clientware.

e It is recommended that each department have the Patient Progress Notes and the Medication
Administration Record (MAR) set to spool to the device. In addition to the Progress Notes, other
reports are available for spooling as well (if desired). However, facilities should be selective
regarding the reports that they set to spool to the PC Backup device because the number of
selected reports may influence the speed of the PC Backup. CPOE orders do not have a setting.
They spool automatically.

¢ Point of Care Reports that can be set to spool to PC Backup are:
24hr Summary

Diabetic Flow Sheet
Discharge Planner
Discharge Summary
Education

Floor Stock

Graphic 1 & O

Initial Interview

Initial Physical Assessment
MAR

Medication Record

Pain Flowsheet

Patient Progress Notes
Patient Summary

PCA Infusion Form
Problem List

Shift Summary

Swan Ganz

Vital Signs Bar Graph
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NOTE: Please remember that facilities should be selective regarding the reports that they set to
spool to the PC Backup device, because the number of selected reports may influence the speed
of the PC Backup. TruBridge recommends that the Patient Progress Notes and Medication
Administration Record be setup in this manner as the combination of these two reports should
provide most of the information needed for patient care.

NOTE: Backup Reports by Department is used to set up the Documentation Reports that will be
spooled to the PC Backup for any departments that use Documentation. Any Documentation
Report set up in this table will pull in PDF format and include any documentation entered over the
course of the last 24 hours. It will be sent to the PC Backup every hour on the half hour

39.3 Maintenance of PC Backup

e PC Backup should be checked each shift, either at the end or beginning of the shift. Your facility
can determine which works best.

¢ Your facility may choose to assign a specific employee to handle this task. The Charge Nurse,
Supervisor, or Unit Secretary is the typical candidate.

¢ Be sure the employees who handle this task have access to the PC Backup password, required
to view or print documentation.

e There is a log that should be kept next to the PC Backup, allowing the designated person to sign-
off for their shift, confirming that PC Backup was checked and is functioning properly.

e To check PC Backup, the assigned employee will check the screen of PC Backup to assure that
times are showing each hour. This assures that the system is backing up properly. If there are
times missing, the assigned employee should follow the chain-of-command in calling a situation
to TruBridge.

e In order to print out notes from PC Backup, an assigned employee can click on one of the times
they wish to view or print. Once the specific time is selected, PC Backup will give them a choice
to view or print.

e |t is recommended that the device used for PC Backup be used solely for its intended purpose.
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Chapter 40 Physician Census

The Physician Census is a document that provides a physician with a concise listing of the patients
for whom he is attending or consulting, as well as the patient's most recent vital signs. It can be
printed at anytime during the patient's stay, but it is primarily printed for physician rounds. The
nursing staff or physicians can print the report. Printing the Physician Census is optional, unless
otherwise specified by hospital policy. The report is usually not a permanent part of the patient’s
chart and can be discarded after use.

40.1 How to Print

The Physician Census may be viewed and printed from the Virtual Chart or sent directly to a printer
using the Printing menu.

1. From the Patient Whiteboard, select a patient.
2. From the Virtual Chart select the appropriate tab.
3. Select Patient Census.

4. Select a physician by checking "All Physicians" and typing in a physician's name or select a
physician from the list.

5. Select a physician name and then "Add Selected" to add physician to Physician Selection List

6. The Physician Census can be processed for "Your Dept Only" or "All Depts" by selecting the
appropriate radio button.

7. Select Process.
System prompts "Enter Number of Copies to Print"

8. Enter the number of reports to print.

©

Select OK.

40.2 Description and Usage

The Physician Census is a document that provides a physician with a concise listing of the patients
for whom he is attending or consulting, as well as the patient's most recent vital signs. (Although
the Physician Census includes some of the same information as the Physician Rounds Sheet, the
Physician Rounds Sheet can still be printed through the Nursing Department, Hospital Base menu-

X-g.)
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Physician Census

NS Medical-Surgical
Physician Census

Printed: 11/2315 09:05 (Monday) Page 1 of 1

WILLIAMS KERRI B

NS Medical-Surgical

Room: 010-1

Room: 018-1

Agmit Date: 11/17/15% MR Number:

Violent: W MRSA: N VRE: N Isolation: N
Fall Risk: ¥

Language: English

Ecthnicity:
Temp: 99 Az [wrizzaEs ¥}
Pulse: 110 sacTan [wrizzaEs ¥}
Resp: 24 [WILLIAND E}
B/P1 130/90 urmes [wrizzaEs ¥}
02 L/M: 2 [wrizzaEs ¥}
Fi0Z:

02 SAT: 97 11/73/15 0B:56 [WILLIAND X}
Method 02 Canmula 11/23/25 08:50 [wIrnrams x}

s 11/73/15 09:00 [WILLIAMS X}
kgs 56539

Welght: 135 1b
6.7

WILLIAMS KERRI B

GARLAND BECKY Age: 63 Zex:F Los: | | BOLTZ CAROLYMN ANMN age: 63 Sex:F LOS: 10
Chief Complaint: SHORTNESS OF BREATH Chief Complaint: SHORTNESS OF BREATH
Cond: F DHR: ¥ Adv Directive: W Restraints: K Cond: F DNR: Y Adv Directive: Y Restraints: H
Admit Date: 11717715 MR Mumber: 000338 Admit Dater 11/13/15 MR Number: 000337
Violent: Y MRSA: ¥ VRE: Y Isolation: ¥ Violent: N MESA: N VRE: N Isolatiom: N
Fall Risk: Y Fall Risk:
Language: English Language: English
Ethnicity: Ethnicity:
Temp: 101 cans [wILLIRMD K} Temp g CRAL £33 [wWILLIAMD E}
Fulse: EE EADTAL [wILLIRMD K} Fulse: B8 EADIRL £33 [wWILLIAMD E}
Resp: Fi) {FIZLIAND E} Resp: 20 233 [WILLIAMND E}
2/P: 114/90 zrrms [wrirawm x} B/E: 155,/78 wrm £33 [wrsTam £}
0z L/M: 2 [wriraws x} 02 L/M:
F1021 Fioa:
02 BAT: 97 {FIZLIAND E} 02 SAT: 98 131/2315 08:33 [WILLIAND E}
Method :02 Canmula [wrizawa x} Method :
Welgnt: 135 1lbs x {FIZLIAND E} Welight: 125 1bs 131/23/15 14:39 [WILLIAND E}
61.23 Kkgs 61235 5E.T kgs 56630 gm
Room: 012-1
PACE PEGGY Age: 66 Zex:F LOS: &
Chief Complaint: CHRONIC COUGH
Cond: F DMR: ¥ Adv Directive: N Restraints: N

NS Medical-Surgical
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Listed below is an explanation of each column.

e Physician Name Box (located upper right-hand corner): Displays the physician's name and
the name of the nursing unit. This information is duplicated along the bottom edge of the report as
well.

e Patient Information: A list of up to eight patients per page for whom the physician is either
attending or consulting is reflected in separate boxes and includes the following information:

Patient room number

Admitting Physician

Patient name, age, sex, and length of stay

Chief Complaint

Medical Record Number

Most recent set of vital signs:

Temperature (including site)

Pulse (including site)

Respiration

Blood pressure (including posture and extremity)

02, O2 L/Min, FiO2, and O2 Sat

Most recent weight

Date and time the vitals were charted

Name and title of the person who charted the vitals

Isolation

Fall Risk

Language

Ethnicity

NOTE: Patients, for whom a physician is consulting, are highlighted in a gray box. The attending
physician's name is indicated at the top of the box.
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Chapter 41 Physician Order Report

The Medication portion of the Physician Order Sheet is a document that includes all ordered
medications for an individual patient. The Nursing Orders portion of the Physician Order Sheet
report is a document that includes the patient’s verified nursing orders. It can be printed at anytime
during the patient’s stay, but it is primarily printed for the physicians to continue or discontinue
orders on a patient transferring within the facility. Printing the Physician Order Sheet report is
optional, unless otherwise specified by hospital policy. The report is commonly not a permanent
part of the patient's chart and can be discarded after use.

41.1 How to Print

The Physician Order Report may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.
2. From the Virtual Chart select the appropriate tab.
3. Select Physician Order Report.
System Prompts, "Physician Order Report Options"
Medications
Nursing Orders

Both

If Medications is selected:
A. Physician's Medications Report prints.

If Nursing Orders is selected:
A. Physician's Nursing Orders Report prints.

If Both is selected:
A. Physician's Medications Report and Physician's Nursing Orders Report print separately.

41.2 Description and Usage

The Medication portion of the Physician Order Sheet is a document that includes all ordered
medications for an individual patient. Also it includes the option to select either continue or
discontinue the medications.

The Nursing Orders portion of the Physician Order Sheet report is a document that includes the
patient’s verified nursing orders. It can be used by physicians to continue or discontinue orders on
a transferring patient.
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Physician Order Report

Medication Physician Order Sheet

From beginning of stay

Medication Report rese 1o ¢

BOLTZ CAROLYN

AL PHY : ROCERAS AY&H L
COH PHY: BAXTER JAMES

ALLEMCIES: e e Codeire

EHASSHCESIS - CHES T IMA HOS

Humber: 356359
Age:

Sex: F

Room: 500
M/R&: 2358585

OIGONIN TR 0.12% HE EVERY DRY TOAL
F 3 FOR PI
| comr | |n:smr:m
TYLEWOL TAD 124 WG FRE QdE ORAL
L cowr OIE:00H TIRIE
COUMADEN [WARFARIN] TAS 5 HE EVERY DAY GRAL
HOLD FOR IMR = Z.D S
| comr OIS006 TIRIE
CEPRALEXIN [CEPHALEXIN] CF 250 HE 1D TOAL
ThEE 1 TABLET BY MoUTH P - I
CONT I:ln:smr:m
Dates: Timnm : Signature:
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Medical Order Physician Order Sheet

BOLTZ CAROLYN

ROGERS RYAM L
ALLERGIER . Penke

MEDICAL ORDERS

Primted 5/13/05 at 16:32 Page 1 of 1

VITAL SIGNS Q SHIFT

I:l DISCONTINUE

DATLY WEIGHTS

L] comr

I:l DITESONT THUR

I&D @ SHIFT

[ cowr

| DISCONT INIE

UF IM CHAIR X 2

[ cowr

I:l DISCONT INDE

AMBULATE WITH ASSISTANCE

L] comr

I:l D1 SCONT THUR

L] conr

ACCUOCHECKS O700/1100/1600/2100 (CHART RESULTS ON DIABETIC RECORD}

I:l D1 SCONT THUE

ASSISTED BATH

[ cowr

Date: Time: Signature:

I:l DISCONTINUE

PATIENT: BHOLTE CAROLYH WOMBER: 35&£353 AGE : &0 BEX: F

ROCM: 500

PRAGE:: 1
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Listed below is an explanation of each column.

e Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical records number, and any drug allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient's name, account number, age, sex, room number, and page number will
appear along the bottom edge of the page.

e Patient Information: Displays patient's name, room number, age, sex, admitting physician,
consulting physician, and any drug allergies documented through the TruBridge EHR system.

e Medication Information: Displays medication description, dosage, frequency, route,
instructions, start/stop information, flow rate and components on IV piggybacks, and the option to
continue or discontinue the medication.

e Omission Information: Displays the date, time, and reason medication was omitted.

e Administration Record: Displays the date/time, nurse, dose/unit, site, and
comments/reason.

NOTE: The Physician Order Report automatically prints when verbal and telephone orders are
placed from Point of Care. Once the user places orders and then exits the order entry box, a print
dialog box with the default printer number will pop up and the 'Physician Order Report' will print with
the verbal and telephone order(s) that were just placed. The users will still have the option to reprint
the Physician Order Report from the Hospital Base Menu and Point of Care W hiteboard.
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Chapter 42 Problem Activity Report

The Problem Activity report is a document that includes the patient’s identified problems and goals
and all activity charted on each. It displays the path of progression toward resolution from the

b
n
u

p

eginning of stay. It can be printed at anytime during the patient’s stay by the nursing staff, but the
urse assigned to the patient primarily prints it. Printing the Problem Activity report is optional,
nless otherwise specified by hospital policy. The report is usually not a permanent part of the
atient's chart.

42.1 How to Print

The Problem Activity Report may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1.

2.

From the Patient Whiteboard, select a patient.

From the Virtual Chart select the appropriate tab.

Select Problem Activity Report.

System prompts "Include stricken/amended data?"

. This option will include stricken/amended data in the report.

To print,select a problem and click add selected to add the problem to the Problem List to Print.
Select Process.

System prompts "Print Problem Activity"

. This allows the report to be printed by shift or from the beginning of the patient's stay
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Chapter 43 Problem List

The Problem List is a document that includes the patient’s identified problems and goals and the
current status of each. It can be printed at anytime during the patient’'s stay by the nursing staff,
but the nurse assigned to the patient primarily prints it. Printing the Problem List is optional, unless
otherwise specified by hospital policy. The report is usually not a permanent part of the patient's
chart.

43.1 How to Print

The Problem List Report may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Problem List Report.

4. Select a patient by choosing "This Department", "My Patients", or "Current Patients."

5. Click patient name and then "Add Selected" to add patient to Patient Selection List

6. Select Process.

43.2 Description and Usage

The Problem List is a document that includes the patient’s identified problems and goals and the
current status of each. It can be used by nurses as a reference for the latest activity charted
without having to review the Patient Progress Notes.
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Problem List

Problem List

Printed 320700 al DE:04 Page1 ol 1

BOLTZ CAROLYN AGE: T9
PROBLEM LIST O i iie semcin  ROOM. TSO01
M/R#: 012345

FPROBLEM 0 KEnowledgs Daficit R/T Disease Frocesas

Appt mads by JED, RH. REEmindar given Lo PC.
Rame Lvad 03/20/00 0TEE (DOE; RH)

* Provide Information Hegarding Community Resources.

Pamphlet= provided For Pacient/Family.

Bemo Lred N3AF20/00 0F45 (DOE, RH)

Interranticn OA/20700 OF59 (COE, FHjy

* Instruct Patient on 5/5 of Disease Frocess ie. S50B/EDEMA/CF
Will concinue t reinforce ceaching throughout admission.
Addrassad D3/20/00 0753 {OOE, RH)

* Reinforce Importance of Beeping Follow-up Dr. Appt after Discharge.

FPROBLEM 0 Impaired Gas Exchange

Ewvaluakion 03/20/00 0753 {OOE; RH)
* Provide Comfort to Reduce Fear and Anxiety

Jamcnac

ated comfort measures for o340,
Addraxmed 03/720/00 QOFETY DOE, FEH)
* Maintain High Fowlara Poaition
Mt 0a,20400 OF&T (D2E, RHy
* H.T. Suction if Secretionz not Cleared by Cough
Mo N.T. Suctioning required at this time.
Addrassad 03720400 0758 (OE; ERH)
PATIENT: BOLTE CAROLYN NUMBER: 100982 AGE: 79 BEX: F

ROOM: TEOO1

PAGE: 1
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Listed below is an explanation of each column.

e Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical record number, and any drug allergies
documented through the TruBridge EHR system. In addition to the above mentioned box, a
single line containing the patient's name, account number, age, sex, room number, and page
number will appear along the bottom edge of the page.

e Problem List Box: Shaded in gray, each box contains one problem order of up to 75
characters.

e Problem List Activity: Displays last action taken to the problem and any comment that was
added. Next to the action it will display the date, time, and name of person entering the
information. Below the Problem and Action to the problem the goals related to that problem will
be listed in order of entry and will be preceded with an asterisk. Below all goals, report will
display last action taken and any comments. Next to all goals it will display the date, time, and
name of person entering the information

e Problem List Status: The status indicates the last action taken on the problem and will
appear directly below the comment. The date and time will indicate the last time the problem
was charted on and will display the name and title of the person who charted on the problem or
goals.

o Additional Notes: Displays problems that have been resolved will display on this report.
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Chapter 44 Scheduled Medication Report

The Scheduled Medication Report is a document that includes all of the current scheduled
medications for an eight-hour time period for an individual patient or group of patients. It can be
printed at anytime during the patient’s stay, but it is primarily printed for the nurses as a worksheet
at the beginning of each shift. The nursing staff can print the report, but the nurse assigned to the
patient primarily prints it. Printing the Scheduled Medication Report is optional, unless otherwise
specified by hospital policy. The report is usually not a permanent part of the patient's chart and can
be discarded after use.

44.1 How to Print

The Scheduled Medications Report may be viewed and printed from the Virtual Chart or sent
directly to a printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.
2. From the Virtual Chart select the appropriate tab.
3. Select Scheduled Med Report.
4. Select a patient by choosing "This Department"”, "My Patients", or "Current Patients."
5. Click patient name and then "Add Selected" to add patient to Patient Selection List
6. Select Process.
System prompts "Select Time Range for the Scheduled Medication Report"
7. Select the shift times that the report is needed

8. Select Print.

44.2 Description and Usage

The Scheduled Medication Report is a document that includes all of the current scheduled
medications for an eight-hour time period for an individual patient or group of patients. This report
can be used as a worksheet by nursing at the beginning of the shift to conduct an organized and
timely routine for administering medications. PRNs and large volume IVs do not print on the report.
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Scheduled Medication Report

Scheduled Medication Report

Scheduled Medication Report

T & sz FROM: 06/01/05 07:00  TO: 06/01/05 15:00  PAGE: 1 of 1
BOLTZ CARCOLYN HUM : 356355 ROOM: 202-2 AQE: 58 SEX:F Admitsing Physioiang JAMES B&XTER, Ml
AL EmGrEs: Pesmicilliz  Sulfamide Halool Grissien Information 7 ® %1011 17 1% 14

DIAGHOBIN- CHEST FAIN NOD

LANOXIN TEST TAER O.125 MO e
DATLY PO EHECE @08
A ASPIRIN 325MG on
125 MG DATLY EQ CHECH 03 :00
TREE ORCE FER DAY
SLIPIZIDE (CLIPIEIDE} TE 10 MS e
DATLY &) CHECH 0808

OIPRENHYDRAMINE CAF 25 MG

oHE FO SHECE G208

COMMAD TN [ KARFARTIN ) 5 Mo az
DAILY EQ OIECE 13:00

WLD Fof e s F2

OIPRENHYDRAMINE CAF 25 MG a3
"RID =] CHECE J1:00

AHELEF 1GMNS SIML 100 miihe ank e ORGER 14

] AMCEF [CEFAZOLIN] i

=0 ML [OCHURA | =00
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Listed below is an explanation of each column.

e Patient Information: Displays patient's name, patient's account number, room number, age,
sex, admitting physician, and any drug allergies documented through the TruBridge EHR system.

e Medication Information: Displays medication description, dosage, frequency, instructions,
"Unverified" if the medication has not been verified, flow rate, and components on IV Piggybacks.

e Omission Information: Displays date, time, and reason medication was omitted. Will also
display the check time which indicates that a medication was not administered within thirty
minutes before or 30 minutes after the scheduled time.

e Administration Schedule: An eight-hour time frame prints beside the Omission Information
section. It indicates the scheduled time for each medication. A "G" displays below the appropriate
time, indicating when the medication was given.
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Chapter 45 Shift Summary Report

The Shift Summary Report is a document that includes all shift summary information that has been
documented in the previous 24 hours of the patient’s stay. It can be printed at anytime during the
patient’'s stay by the nursing staff. Printing the Shift Summary Report is optional, unless otherwise
specified by hospital policy. The report is usually not a permanent part of the patient’s chart and can
be discarded after use.

45.1 How to Print

The Shift Summary Report may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.
2. From the Virtual Chart select the appropriate tab.
3. Select Shift Summary Report.
System prompts "Include stricken/amended data?"
4. This option will include any stricken or amended data in the report..

5. There are two options available; Patient or Physician. The Patient option allows the user to
choose specified patient(s) and the Physician option allows the user to select patients by their
attending physician.

System prompts "Enter Number of Copies to Print"

6. Enter the number of reports to print.

45.2 Description and Usage

The Shift Summary Report is a document that includes all shift summary information that has been
documented in the previous 24 hours of the patient’s stay.
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Shift Summary Report

Dept 005 - NS: SICU Shift Summary 10/2815
Printed: at11:23 Page 1 of 1

TN 50N DALE Account Wumbar: 357000 MR Membas: 000301 Chiaf Complaizt: Davess back pain Attanding Phy: CHARTEEE J Ind Fhys
RBoom: ICU-1 Age: 6§ Sax: N Workiog 1z Workdog Iz LOO: 1 Eedght: 6E.00 wedght: 200 1k ox $0.72 kg 30T16.5 gu Food Allscgism:
Cond: F Isclatioo: N Disk: REFIAR DIET Opacial Dist Instructicme: Ady Dir: ¥ Viclact: N MESA: N VEE: N Fall Riak: ¥

Laccusgu: Eoglish Etbniciky: Bot

Smcken?: 4 - Naver mmcksrc

Allargiss: o Eocws Dreg Allargiss, No Eoows Food Allasgiss, 3o Enown Eovircosantsl Allsrgies

Immpnizxtions: ofm

10/28/15 11:19 {ERFERE SMIT} Cardiac Monitoring/Talemabry:
Normal Eioes Ehythm
Continoous O Sat:
oen

10/28/15 11:20 {BREERA SMIT} Paio Scala:
No pain this shift.

ONITE ELLAL EATEERIEE Account Bumbar: 357798 #2 Shmbar: 000304 Chief Compledizt: Peocrsatitis Abtscdiog Fhy: BAITER J

2od Fhy: ARCHES JOE RBoom: OCT-1 Age: 62 Dax: F Working 1: Workisg 3@ L0S: J17 Ewighe: E5.00

Wadght: 125 1b cx 5E.7 kg 548699 om Food Allergies: Cood: F Isolstion: ¥ Ddek: Opecial Dist Inmtructions: Ady Dirz N Viclaot: §
MESA: N VEE: N Full Risk: ¥ Zacquege:  Etboiciby:

Seckas?: 1 - Curract swarsy day ssckar

Allargiss: o Eocws Food Allargiss, No Eoows Dreg Allasgiss

Ismmucdzsticos: poassccoccal polymscchaside FPvll, DI

10/28/15 11:24 {ERRERE SMIT} Cardiac Manitoring/Talomabry:
AFIB WOTED
;E:I'_ lnuous O Sakt:
9

Lagt paln madicablon glven ak:
HONE IN LAET 14 HOORES
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Listed below is an explanation of each column.

e Demographics Box (located upper right-hand corner): Displays the following:
» Patient's name

Account Number

Medical Record Number

Sex

Condition Code

Diet

Admitting Physician

Second Physician

Chief Complaint

Working Diagnosis 1

Working Diagnosis 2

Length of stay

Patient account number

Age, sex, & room number

Medical Record number

Any drug/food allergies documented through the TruBridge EHR system

Advanced Directive

Smoking Status

Isolation Status

Fall Risk

Language

Ethnicity

Immunizations

e Entries: Displays all shift summary information charted the previous 24 hours through Point
of Care.
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Chapter 46 Swan Ganz

The Swan Ganz report is a document that includes hemodynamics (CVP, PAP, PAWP, CO,
MPAP, SV, SVR, PVR, and CI). It can be printed at anytime during the patient’s stay. The nursing
staff can print the report, but the nurse assigned to the patient primarily prints it. Printing the Swan
Ganz report is optional, unless otherwise specified by hospital policy. The report is usually not a
permanent part of the patient's chart.

46.1 How to Print

The Swan Ganz may be viewed and printed from the Virtual Chart or sent directly to a printer using
the Printing menu.

1. From the Patient Whiteboard, select a patient.
2. From the Virtual Chart select the appropriate tab.

3. Select Swan Ganz.

46.2 Description and Usage

The Swan Ganz report is a document that includes hemodynamics (CVP, PAP, PAWP, CO,
MPAP, SV, SVR, PVR, and CI).
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Swan Ganz

Swanz Ganz

SWAN GANZ

Page1 of 1

WALSH KIERAN

SHAPIRO VICKI
ALLERGERS: MECTTim

AGE: 49
SEX: M

Fanicillin  ROOM: TSO02

From beginning of stay TO: rRMENN 14:39 MIRP: 012345
| e PAP PAWD ) MPAD MAD B VR PR cI
Q370500 08:05 (JHD, EBEN) i0.0 31717 14 4.00 22 111 44 2020 160 1.9
05:10 io.a =20/1e 14 4.10 22 111 4€ 1571 1327 Z.0
12:02 i0.0 3&/18 14 3.80 253 111 42 2126 189 1.8
16: 15 9.0 Z=22/17 1z 420 2z 111 47 15432 150 Z.0
17:15 11.0 =Z5/15 14 4.00 22 111 44 2020 140 1.9
18:00 i0.a =29/15 1z 380 2z 111 42 Z12& 147 1.8
19:5% 11.0 Z21/16 12 3.90 21 111 43 Z051 185 1.9
20: 06 (AMT, BN} 11.0 2z/18 14 .00 22 111 44 2020 140 1.9
1:10 1Z2.0 ZBS14 16 4.80 2z 111 53 16832 117 2.3
2300 10.0 ZB/1S 11 2. 50 22 111 43 2072 144 1.5
Q306,00 0D:25 2.0 30/15 11 3.80 20 111 42 2147 189 1.8%
n1:048 9.0 21/1€ 11 .00 22 111 44 2020 140 1.9
0DZ:1E 0.0 zI1S1a 11 5.00 2z 111 L1 1616 112 Z.4
nx:n8 10.0 2Z/1E 1z 4.80 22 111 53 1693 11w .3
04:1% .0 21/17 10 390 22 111 43 Z11% 2468 1.9
05:15 1.0 3I2S15 1z -5 2z 111 L14] 1796 1Z4 .2
D&E:-28 10.0 2ZB/14 14 L L] 22 111 44 Z020 140 1.9
it : 00 {JHD, BEH) i0.0 32S16 14 4.00 21 111 44 2020 140 1.9
O%: 02 11.0 320/18 12 L L] 22 111 44 2020 140 1.5
10:00 1.0 31717 14 4.20 2z 111 47 1924 133 Z.0
11:1d 11.0 21718 1z 4.1 22 111 A& 1571 127 .0
1Z:05 11.0 30514 H] 3.40 i 111 3@ 2353 235 1.6
13:04 ic.0 32z2/18 14 4.00 22 111 44 2020 140 1.9
14:05 il1.0 =23/14 1z 3590 2z 111 43 Z07z 144 1.5
16:02 11.0 321716 14 4.70 21 111 52 1oz 119 2.3
Z0:06 (AMT, RN} ip.a =E/17 15 450 2z 111 Lole] 1796 1z4 z.2
PATIENT: WALSH HIERAMN HNUMBER: 100383 ACE: 45 BEX: M ROOM: TE2002 PACE : 1
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Listed below is an explanation of each column.

Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical record number, and any drug allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient's name, account number, age, sex, room number and page number will
appear along the bottom edge of the page.

Entered Values: Displays the date and time the information was charted, name and title of the
person who entered the information displays next to the first entry only. Name and title will not
display beside each entry made by that person. Will also display in columns, the following Swan
Ganz values that have been entered into the system:

= (CVP) Central Venous Pressure

= (PAP) Pulmonary Artery Pressure

= (PAWP) Pulmonary Artery Wedge Pressure

» (CO) Cardiac Output

Calculated Values: Displays in columns, the following calculated values which are derived from
the charted Swan Ganz values:

= (MPAP) Mean Pulmonary Artery Pressure

» (MAP) Mean Arterial Pressure (will display even if Cardiac Output is not entered)

= (SV) Stroke Volume

* (SVR) Systemic Vascular Resistance

* (PVR) Pulmonary Vascular Resistance

= (Cl) Cardiac Index
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Chapter 47 Transfer Form

The Patient Transfer Form is a document that includes the patient's demographics, transferring
and receiving facilities, medical information, active pharmacy orders, transfer consent, request or
refusal, and other information pertinent for the transfer process. It can be printed at anytime during
the patient’s stay, but it is primarily printed at patient transfer from the hospital. The nursing staff
can print the report, but the nurse assigned to the patient primarily prints it or staff who make
modifications to the report. Printing the Patient Transfer Form is mandatory, unless otherwise
specified by hospital policy. The report is usually a permanent part of the patient's chart.

47.1 How to Print

The Transfer Form Report may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Transfer Form Report.
System prompts "Include stricken/amended data?"

4. This option will include any stricken or amended data in the report.
System prompts "Enter Number of Copies to Print"

5. Enter the number of copies to print.

6. Select OK.

47.2 Description and Usage

The Patient Transfer Form is a document that includes the patient’'s demographics, transferring
and receiving facilities, medical information, active pharmacy orders, transfer consent, request or
refusal, and other information pertinent for the transfer process.

© 2025 TruBridge



Transfer Form 192

Transfer Form - Page 1

Patient Transfer Form — Page 1

Patient Transfer Form
Page 1 of 2
Patient Demographic Information

Fat

AHNDERZ WETL IrmL ¢« cocapary: BLUE CRO88 -I/P
123 MAIN AVE [

MORITLIE AL 36607 Address) S5EES MONTGOMERY AVENUR
SUTTE 2543-B
i ] BT GO R Y Al 35643
Ei MS2E6/1975
= CATHOLIC
Date of admi an: D1 /20704 Cats of discharge: 02 /06704 Dats =f transfer: 02 /06704
Facllity transterring FROM; Facility transtarring TO:
RIVERVIEW HOEPITAL Juives Memsvial Medlioal Ssaless
SSIFIELOGZ W9 Vills Measay Duive
FFIFIELMG 3 [d61] BEE=a&8T
CITY TH GZZ86 Habile RE AGERE
Patient Medical Information
Tomp : 99, 2 axiiiamy 02/04/04 23:2% (IID, TN 02 L/M: 2.0 02S04/04 23:2% [J70. EON}
Fulam: Gl BRACHTAL BRSO 08 FH-TE [JIW, AH] Faoa: 14 pafas a8 FE-AR [JI0. mH]
Fasap ; 18 paE /a4 08 TR-FE (A0, RH) 0 SAT: & nafod a8 TE.I6 (350, i)
BAF: 124 JEBrom 0/0a/08 DOSE (S0, HH| Mathed: 02 Canmula BRS04 0E 3035 (53D, BN}

Waight: 226 1lb 14.0 oF 02/05/04 0@:00 [JJD, ES}
103.13 kg 103127 .3 gm
Drug Allargies: No EKnown Drog Haight: 72.00 Inahes
Dimk: LOW S0DITM

Active Pharmacy Orders
Start date Description dose/scheduls given
02/02 09:36 JID INE [INSOLIN} MDWV 1 EACH DRN Dz/04
20:55
02403 13:41 JID MEPERIDINE {DEMERSL} INT 100 MG PRH Q410204
GIVE FOR PAIHN IM CETIONS 23:45
Q2S04 08:34 JID LASIX {FURGSEMIDE} TB 20 MG QOAY 0205
CRAL 08: 37
gEA = gden
02/04 DE:3€ JID LANOXICAFE [DICOXIN} CF Z00 MCOS QDAY  DZ/D5
CRAL DE:37
[= =T ]
02404 040 JID MORPHINE S0 VL : 25MG/ML 1 EA RN
Medications confinwed...
Signatures on a8l page...
FATIENT: ANDERS HEIL HARE: 09TR4GSE2 HUMDEER: 401247 AGE za SEM: M ROOM: 501 PRGE - 1
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Transfer Form - Page 2

Patient Transfer Form — Page 2

Page 2 of 2

Patient Transfer Form

Active Pharmacy Orders
Start date Description

dose/schedule

given

G204 DS 00 FID LS NS 1000ML 100 ml/hr

(=B

CONT

02/04 0%:00 JID ANCEF 1GM/SS50ML DSW 100 ml/ihr
INFUSE OVER 30 MINUTES

SOl = @ Nours batwssn dosss

FEABON FOB TRANMEFER! Heeds Critical Cars Hansgersnt.
SPRECTAL PROCEDURES SCHEDULED AT TRANSFER FACILITY:
METHOD OF TRANSPORTATION! anbul -
ATTEHDANCE DURING TRANSPORT; 4T, Fand
EQUIEMERT BEQUIRED FCR TRANEFORT!
ACCERPTING PHYSICIAN; DR, JoEL
HOTIFIED BY:!: OR. STEFHEHS

8TATUS :
IMEATHMENTS Hearina

AMBULATORY STATUS: wich soslstancs.
FLAN OF CREE DURING TRRHNEFER: 1V Pu
WVALURELES CIVEH TO:  urws

Cxygun,: Pulse Oxinstcw.

Transfer consent
acknowladga that my medical condi
the Emerc Y Department
s recomme=nded that I b=

1tial benefit=s of
Cranasfe and the prd
Iean explained to me and I fully
and understanding, I JTree and

Sigralures

Signature o physican o nurse:

Wetirrt miganbore:

tion has bean awval
3 and/or my att
to the service

=

d and explainaed

ician

assoclated

anaferred have
I

:il“\- Enow Ledoe

Crite:
Db

W patienl usalle 10 8ign: Fesporaible person:

‘Wensas signature:

Foelationship:

FPATIENT: ANDERS HEIL H/RHE: 197TD4E5E2 HUMDEER: 401247 AGE: 24

H ROOM: 301

FRCE - =z
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Listed below is an explanation of each column.

e Patient Demographic Information: Displays patient's name, address, sex, birth date, religion,
insurance company, policy number, address, dates of admission, discharge, transfer, and facility
transferring FROM and TO. In addition to the above mentioned information, a single line
containing the patient's name, medical record number, account number, age, sex, room number
and page number will appear along the bottom edge of the page.

e Patient Medical Information: Displays the most recent:

» Temperature = Pulse = Respirations
*= Blood pressure » Height and weight = Diet
= O2L/Min » FiO2 = 02 Sat

» Pharmacy orders unless discontinued from the Pharmacy Department
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Chapter 48 Vital Sign Bar Graph

The Vital Signs Bar Graph is a document that displays the patient's temperature, pulse,
respirations, and blood pressure in numeric and bar graph form. The vital signs are listed in
chronological order. It can be printed at anytime during the patient's stay by the nursing staff.
Printing the Vital Signs Bar Graph is optional, unless otherwise specified by hospital policy. The
report is usually not a permanent part of the patient's chart.

48.1 How to Print

The Vital Sign Bar Graph may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.
2. From the Virtual Chart select the appropriate tab.
3. Select Vital Sign Bar Graph.
4. Select a patient by choosing "This Department", "My Patients", or "Current Patients."
5. Click patient name and then "Add Selected" to add patient to Patient Selection List
6. Select Process.
System prompts "Select Time Range for the Vital Signs Bar Graph Report"
7. Select the shift times that the report is needed

8. Select Print.

48.2 Description and Usage

The Vital Signs Bar Graph is a document that displays the patient's temperature, pulse,
respirations, and blood pressure in numeric and bar graph form. The vital signs are listed in
chronological order.
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Vital Sign Bar Graph

Vital Signs Bar Graph

ANDERS MEIL AGE: 28
F McEKENZIE LANGODWHRTHY Il
Vital Signs Bar Graph N ——
From beginning of stay TO: 020604 0958 Page 1 of 2
Temperabure | =11 @7 1] 9% 100 101 142 103 104 1085 108
BLAI0/O4 A5 86 {35D, B TYWP AT & 00,7 [
BEF03I/04 OB:4T |JID, B TYWPANTC ss. o R
GE/04/04 0898 135D, B TrWraNTC ss. s
02/04/04 1%:10 {JID, Ba] ANTLLARY vo.= [
00404 33 35 (5D, B AETLLARY wo.z
Pulse | €0 70 80 50 100 110 120 130 140 150 160
B1/30/04 15:48 {JID, N ERACHIAL r« [T
D2/03/04 ON:4T {JID, EN] FADTAL +« [
CEAOA A DR 84 |FED, BN BRASHIAL 2 I
CEADASOA 3004 {En, B ERACHIAL [T
G2/04/04 15:18 |JTD, E] ERACHIAL To ]
02/04/04 20:00 {JID, B ERACHIAL B4 I
ba/0a/04 23:2% |JITD, FE ERACTIAL . 000 |
Respiration | 1] Z0a I 40 50 &0
01/30/04 18:4€ {JTD, BN} 1€ ]
02/03/04 D3:47 {IID, AN} 16 ]
02/04/04 D3:44 {JIID, BN} 1a ]
Q2/04/04 11:14 {37D, BN 16 I
02/04/04 18:18 {JJD, BN) 16 I
02/04/04 18:22 {JJD, BN) 16 I
02/04/04 20:00 [ITD, AN} 1e ]
02/04/08 23:28 {JJD, BN] 16 [ ]
Blood Pressure | 20 40 €0 B0 100 120 140 160 1BO 200
01/30/04 15:46 (17D, T sizrms 1ze o S
cz/n3ses on:a7 jase, ma weme 23 e [
02/04/04 OO:44 {ITD, M) arme 130 oz [
SE/04ST4 1104 (B, R sermwe 1z 61 [
02/04/04 18:18 (370, AN strroe: 130 so .
020484 20:00 {JI0, W) srrrmec 12a &¢I
PATIENT: ANDERS NEIL NUMEER: 401247 AGE: 28 EEX: M ROOM: 501 PAGE: 1
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Vital Sign Bar Graph

Vital Signs Bar Graph

ANDERS MEIL AGE: 28
F McEENIIE LANGOWRTHY Il )
Vital Signs Bar Graph
From beginning of stay TO: 0206/04 09:58 Page Z of 2
0Z Saturation OZLM FAO0F OFFAT | 10 20 ao a0 50 60 70 1] 30 100
s1av/oe 28148 o, 2 Reem Air 21
%2/04/04 98343 (330, RA) sre
OEA04/04 ORAF IS0, KM 2.5 GO 02 Cannula
53/04/04 15118 (a0, W) Ty e
02/04/04 23:25 (300, ) z.o sov ses NGENCERRULIEN——
PATIENT: ANDERS NEIL MUMEER: 401247 AGE: 28 SEX: M ROOM: 501 EBAGE: 2
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Listed below is an explanation of each column.

Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical records number, and any drug allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient's name, account number, age, sex, room number and page number will
appear along the bottom edge of the page.

Temperature: Displays numeric scale ranges from 96 - 106 degrees Fahrenheit, 33 - 43
degrees Centigrade, date and time each entry was charted, name and title of the person who
charted each entry, and the site the temperature was taken: oral, rectal, tympanic, axillary or
swan ganz. The value will be indicated numerically and then reflected on the bar graph.

Pulse: Displays numeric scale ranges from 60 - 160, date and time each entry was charted,
name and title of the person who charted each entry, and the method the pulse was taken: radial,
brachial, femoral, carotid or "other" (The "other" option allows any additional method to be
recorded, for example: apical). The value will be indicated numerically and then reflected on the
bar graph.

Respiration: Displays numeric scale ranges from 10 - 60, date and time each entry was
charted, and the name and title of the person who charted each entry. The value charted will be
indicated numerically and then reflected on the bar graph.

Blood Pressure: Displays numeric scale ranges from 20 - 200 for diastolic and systolic, date
and time each entry was charted, name and title of the person who charted each entry, position
of patient while the blood pressure was taken: lying, sitting, standing, or doppler. The value
charted will be indicated numerically and then reflected on the bar graph. On the Bar Graph note
that the darker shade indicates the diastolic reading while the lighter shade indicates the systolic
reading.

Oxygen: Displays O2 L/Min, FiO2, and O2 Sat.
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